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THE CONTINUING THREAT OF NEGLECTED 
TROPICAL DISEASES 


WEDNESDAY, APRIL 15, 2015 

House of Representatives, 

Subcommittee on Africa, Global Health, 

Global Human Rights, and International Organizations, 
Committee on Foreign Affairs, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 2:30 p.m., in room 
2172 Rayburn House Office Building, Hon. Christopher H. Smith 
(chairman of the subcommittee) presiding. 

Mr. Smith. Pursuant to notice the subcommittee meets for our 
hearing on neglected tropical diseases. 

Neglected tropical diseases, as I think many here know, or 
NTDs, are a group of 17 parasitic and bacterial diseases which 
blind, disable, disfigure, and sometimes kill sufferers among more 
than 1 billion of the world’s poorest people, trapping the most 
marginalized communities in a cycle of poverty and pain. 

The list ranges from Chagas to rabies to leprosy to dengue fever. 
However, there are others not on this list of 17 diseases that also 
receive far too little attention. These include diseases such as polio 
and small pox, which have been largely eliminated from the planet 
and often fatal — fortunately rare-NTDs such as kuru. 

Prior to last year, that list of rare diseases included Ebola. Even 
though not immediately fatal, these diseases can keep children 
from attending school and their parents from working, as well as 
resulting in excessive loss of blood by mothers during birth and a 
resultant low birth weight babies as well. 

These conditions constitute a significant hurdle to achieving eco- 
nomic growth and dilute the impact of foreign assistance programs. 
Last year, the world witnessed an Ebola disease pandemic that hit 
six African countries and spread to Spain, Scotland and the United 
States. 

Furthermore, in recent years such diseases as dengue fever and 
chikungunya have spread into the United States. These and other 
tropical diseases most often victimize the poor who live in tropical 
climates whether in Africa, Latin America, or parts of the United 
States. 

Even in the face of the worldwide challenges these tropical dis- 
eases pose, the administration has proposed cutting the budget in 
this area by 17 percent. Today’s hearing will examine the problem 
of neglected tropical diseases and U.S. current and potential efforts 
to address this problem. 
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Eight NTDs account for almost all worldwide cases. Seven of 
them can he treated with low cost medication that could he dis- 
pensed by non-health workers irrespective of disease status. Nearly 
80 percent of all NTD cases are comprised of people carrying intes- 
tinal worms. 

On June 27th at our hearing in 2013, we learned the cata- 
strophic nature of these preventable intestinal worm infections. So 
many of the problems we struggle with such as difficult births and 
malnourishment can be remedied without dealing with infections 
themselves. 

You know, I am a great fan and I know the administration, both 
Bush and now President Obama, have done much on the nutrition 
side. We have a bill that will codify and expand Feed the Future. 

It passed last year. It is going to be up on the docket we hope 
next week in the full committee. But we don’t want to feed the 
worms. We want to feed people. 

We want healthy children and mothers and families and to miti- 
gate and eradicate these parasites. We can no longer look at photos 
of happy young children standing in muddy water without shoes 
and not think of the possibility that they are losing their future 
even as we see them enjoying a break from poverty in which they 
live because sometimes, of course, some of these diseases migrate 
through that means. 

Yet we must understand that these are not merely diseases af- 
fecting people in faraway lands. Current U.S. law favors research 
in those diseases threatening the American homeland but in to- 
day’s world diseases can cross borders as easily as those affected 
by them or the products imported into the United States. 

For example, Chagas is most prevalent in Latin America but it 
has been identified in patients in Texas, and cases of dengue have 
been recently reported in Florida. 

We cannot afford to assume that what may seem to be exotic dis- 
eases only happen to people in other countries, and I would note 
parenthetically, of course, even if that were true we have a moral 
obligation to aid and assist those who contract these diseases and 
to mitigate transmittal to the greatest extent possible. 

Ten years ago West Nile virus, another rare disease, was not 
seen in the U.S. or anywhere else outside the east African nation 
of Uganda. But in less than a decade it has spread across this 
country and much of the rest of the world. 

More than 10,000 people died of Ebola worldwide thus far. Al- 
though only one person died in this country due to that disease, we 
saw, clearly, how unprepared our medical services in the rest of the 
world were initially to deal with a rare disease that had previously 
been confined to isolated areas in central Africa. 

There are other rare diseases, not to mention the recognized 
NTDs, that cause havoc if they find their way to populated inter- 
national transit areas such as Ebola did last year. 

Meanwhile, far too many people live lives of quiet suffering from 
diseases we must fight more effectively. That is why I have intro- 
duced today H.R. 1797, the End Neglected Tropical Disease Act. 

Among other provisions, H.R. 1797 calls on the U.S. Agency for 
International Development to modify its NTD programming with 
respect to rapid impact packaging treatments, school-based NTD 
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programs which we know have heen one of the most efficacious 
ways to date to deal with this, and new approaches to reach the 
goals of eliminating NTDs. 

The bill also sets forth measures to expand USAID programs in- 
cluding by establishment of research and development programs. 

One of the ideas that one of our distinguished panelists, Dr. 
Hotez, had suggested about a Centers of Excellence we include in 
the bill and I thank him again for that recommendation to combat 
what is happening here. 

I know, parenthetically, that in 1997 when we saw an alarming 
spike in the prevalence in autism I wrote a law and have now writ- 
ten three laws including the Combating Autism Act and most re- 
cently Autism Cares that builds on Centers of Excellence at CDC 
and NIH to really combat that pandemic. 

Although it is a developmental disease, a disability disease, the 
numbers are staggering worldwide as well as in the United 
States — one out of every 68. 

So Centers of Excellence, I think, or such a center in the South- 
ern part of the U.S., as Dr. Peter Hotez has recommended, included 
in the bill I think would make a significant difference for our ef- 
forts here in the United States. 

In an effort to reach achievable and reachable goals to prevent 
and eliminate NTDs, the projected 70 percent cut in funding for 
such projects in the 2016 budget would pose a serious setback. 

I have appealed and we plan on doing a letter to the members 
of the Appropriations Committee because we had a similar proposal 
last year that they, thankfully, in a bipartisan way ensured that 
we got to the $100 million level, but hopefully we can go even be- 
yond that as we move forward in Eiscal Year 2016. 

I would like to yield to any of my colleagues. 

Okay. We will now welcome our first witness, the Honorable 
Ariel Pablos-Mendez, who is the Assistant Administrator for Global 
Health at USAID, a position he assumed in August 2011. 

Dr. Pablos-Mendez joined USAID’s leadership team with a vision 
to shape the Bureau for Global Health programmatic efforts to ac- 
complish scalable, sustainable, and measurable impact in the lives 
of people in developing countries. 

Prior to joining USAID, he worked on global health strategies 
and a transformation of health systems in Africa and Asia. He also 
served as director of knowledge management at the World Health 
Organization. 

l3r. Pablos-Mendez is a board certified internist and until re- 
cently he was practicing as a professor of clinical medicine and epi- 
demiology at Columbia University. 

Doctor, welcome back. 

We appreciate your previous testimonies before this sub- 
committee, always insightful and expert, and I thank you for being 
here. I yield. 

STATEMENT OF ARIEL PABLOS-MENDEZ, M.D., ASSISTANT AD- 
MINISTRATOR, BUREAU FOR GLOBAL HEALTH, U.S. AGENCY 

FOR INTERNATIONAL DEVELOPMENT 

Dr. Pablos-Mendez. Thank you. Chairman Smith, and thank 
you to all the members of this subcommittee for highlighting this 
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important issue and I really appreciate the opportunity to discuss 
the U.S. Agency for International Development program to combat 
neglected tropical diseases. 

You explained very well the realm of this space of diseases and 
the spectrum and the populations that it affects. 

While Ebola is not technically classified as an NTD by USAID 
and the World Health Organization, the high profile outbreak of 
Ebola in west Africa in the past year has highlighted the risk of 
paying insufficient attention to diseases which typically occur in re- 
source-limited settings. 

And I take the opportunity to thank you, Chairman Smith, for 
the leadership role you played back in August when we were in re- 
cess and nonetheless it was just the right timing for mobilizing 
American people in the response against Ebola. 

USAID is focused on its overall mission of partnering to end ex- 
treme poverty and promote resilient democratic societies while ad- 
vancing our security and prosperity and our NTD program is mak- 
ing great progress toward ending diseases of extreme poverty. 

Our global health programs include typical priorities — ending 
preventable child-maternal deaths and, again, I recognize the 
championing in this subcommittee for this cause, creating an 
AIDS-free generation working with PEPFAR, and protecting com- 
munities against infectious diseases under which our NTD program 
operates. 

Still, even though we have made great progress, there are more 
than 1 billion people globally who suffer from NTDs and this 
disproportionally impacts poor and rural populations who often 
lack access to safe water, sanitation, essential services, and medi- 
cines. 

NTDs take a very heavy human toll by creating sickness, dis- 
ability, blindness, and severe disfigurement, contributing to child- 
hood malnutrition and leading to an appreciable loss of produc- 
tivity lifelong. 

That is why I am very proud of the achievements in USAID’s in- 
tegrated NTDs program which began less than 10 year ago with a 
lot of support from the Congress and has accelerated success in 
what is really a historical scale. 

With support from the Congress, the program has made solid ad- 
vance in addressing the seven diseases we represent, approxi- 
mately 80 percent of the global burden of NTDs and can be ad- 
dressed through highly cost effective community and school-based 
distribution of preventive chemotherapy generally once or twice a 
year in these populations. 

The integration of these programs has been the hallmark of the 
program in USAID and is now a global standard. With a budget 
of $100 million in the year 2014, USAID’s program distributes 240 
million treatments to 115 million people in 31 countries. 

To date, the cumulative figure is over 1.2 billion treatments have 
been provided. In the year 2011, when I joined the U.S. Govern- 
ment, 7.7 million no longer required treatment for lymphatic fila- 
riasis in USAID-supported countries. 

Last year, that increased from 7.7 to 92 million. By 2018, the 
number is predicted to jump to over 250 million. That is, half of 
the totality of the problem in the world will be managed. 
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In Latin America, onchocerciasis is close to elimination with 
transmission mainly remaining in the hard to reach border area 
between Venezuela and Brazil. It is a great success story in this 
continent. 

I would like to highlight a few factors that have contributed to 
the success of the USAID’s program and the global progress to date 
in addition to the support of the American people. 

First, the success of USAID’s NTD program would not have been 
possible without the partnership with the pharmaceutical sector. In 
2014, USAID-supported countries benefited from over $2 billion in 
donated drugs. 

To date, nearly $9 billion have been generously donated by 
Merck & Company, GSK, Pfizer, Johnson & Johnson, Merck 
Serono. We estimate that for every tax dollar spent by USAID, 
more than $26 in drugs are being donated for the countries we are 
supporting with USAID funding making critical investments in 
countries’ systems to distribute the drugs and monitor progress. 

Second, LJSAID partnership and coordination with the United 
Kingdom has allowed for a collective reach to almost 50 countries 
and the provision of 340 million treatments last year alone. 

This has allowed for expansion in high burden countries includ- 
ing Ethiopia and Nigeria, which are very large, and ancillary global 
efforts to put trachoma elimination on track by defining the burden 
in countries throughout Africa and in Asia. 

Third, USAID builds upon the existing infrastructure of national 
disease control and elimination programs to ensure sustainability. 
USAID and our partners coordinate with ministries to ensure that 
U.S. resources complement investment from other stakeholders and 
leverage local funding working with national NTD plans, and a lot 
of the work, of course, is based on the research, the science, and 
the advocates that have allowed us to come this far in the fight 
against NTDs. 

Thanks to congressional support, progress made to date and 
available tools and partnerships, the elimination of these diseases 
of extreme poverty as a public health scourge is being — is really 
within our grasp. USAID is committed to working with countries 
and our global partners to reach the remaining 800 million people 
who still need treatment. 

In order to ensure sustainability, we must maintain investments 
in research and development and monitoring and evaluation. For 
example, our partnerships with the Drugs for Neglected Diseases 
initiative just established last year and with a Coalition for Re- 
search on Neglected Tropical Diseases make important contribu- 
tions toward new and much needed technologies to make it simpler 
initially to reach more people and to begin to consider additional 
diseases that today are very expensive to treat. 

Part of USAID’s commitment to all innovation that many of you 
have seen recently the work that our Center for Innovations has 
been doing on behalf of Ebola with new innovative personal protec- 
tion equipment. I really just have to thank you for the leadership. 

I think that progress has been impressive. We all need to work 
in maintaining support for these programs and we believe that 
with your support we will continue to do so. 

Thank you very much. 
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[The prepared statement of Dr. Pablos-Mendez follows:] 

Testimony of Ariel Pablos-Mendez 
Assistant Administrator, Bureau for Global Health 
U.S. Agency for International Development 

House Committee on Foreign Affairs 
Subcommittee on Africa, Global Health, 

Global Human Rights, and International Organizations 
“The Continuing Threat of Neglected Tropical Diseases” 

April IS, 2015 

Thank you, Chairman Smith, Ranking Member Bass, and Members of the Subcommittee for 
highlighting this important issue and providing me with the opportunity to discuss the U.S. 
Agency for International Development’s (USAID) program to combat Neglected Tropical 
Diseases (NTDs). 

Today, roughly one billion people live in extreme poverty. While that is still an overwhelming 
number of people, great progress has been made. Compared to 1990, today nearly 900 million 
fewer people live in extreme poverty. In 2010, the world achieved Millennium Development 
Goal 1 - to halve the poverty rate among developing countries - five years ahead of schedule. By 
2011, the poverty rate in the developing world had fallen to 17.0 percent from 43.4 percent in 
1990. And the aggregate poverty rates are now falling in every region, including sub-Saharan 
Africa. That is impressive progress in making the world a better place. Together with our allies, 
President Obama has identified Ending Extreme Poverty as an important goal and USAID has 
incorporated it into its overall mission of partnering to end extreme poverty and promote 
resilient, democratic societies while advancing our security and prosperity. USAID's NTD 
program is an exemplary program helping the world’s most vulnerable people move from 
dependency to self-sufficiency and on the way to ending diseases of extreme poverty. 

Today, there are still more than one billion people globally who suffer from one or more NTDs. 
These diseases disproportionately impact poor and rural populations, who often lack access to 
safe water, sanitation and essential medicines - the very people who make up those in extreme 
poverty. NTDs take a very heavy human toll by creating sickness, disability, blindness and 
severe disfigurement; contributing to childhood malnutrition, compromising the mental and 
physical development of children; and leading to an appreciable loss of productivity. While 
NTDs do not usually result in death, they clearly devastate individuals, families and the future of 
children. 

But just like the tremendous progress that has taken place in reducing global extreme poverty, I 
am very proud of the substantial parallel achievements in USAID's integrated NTDs program - 
which started fewer than 10 years ago, with a modest mandate to demonstrate that programs 
could reach national scale in a handful of countries. With support from Congress, the 
program has made solid progress in addressing seven diseases - lymphatic filariasis, blinding 
trachoma, onchocerciasis, schistosomiasis and three soil-transmitted helminthes - which 
represent approximately 80 percent of the global NTDs burden and can be addressed through 
community and school-based distribution of preventive chemotherapy to all eligible individuals 
affected community at regular intervals, generally once or twice a year. 


1 
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Some of the key achievements include; 

• In the very first year of the program in 2006, USAID used $15 million to distribute 36 
million treatments to 16 million people in four countries. Today, with a budget of $100 
million in 2014, USAID’s program distributes 240 million treatments to 115 million 
people in 31 countries. To date, over 1.2 billion treatments have been provided. 

• In 201 1, 7.7 million people no longer required treatment for lymphatic filariasis in 
USAID supported countries. In 2014, that increased to 92 million. And by 2018, the 
number is projected to jump to over 250 million, 50% of the target population. 

• In Latin America, onchocerciasis is close to elimination with transmission only remaining 
in the hard-to-reach border area between Venezuela and Brazil . 

• When compared to the World Health Organization’s (WHO) reported data, the USAID 
NTD program accounts for over 35% of the treatments reported globally, when middle 
income countries like India that primarily finance their own programs are excluded. 

USAID has developed, introduced and scaled-up an implementation package endorsed by WHO, 
which focuses on establishing policy in-country, conducting disease mapping to determine the 
disease burden and required drug package, distributing drugs through community and school- 
based platfomis, and monitoring program performance and evaluating impact for the elimination 
or control of the targeted disease(s). 

Integration of the treatment of diseases through community and school-based platforms has been 
a hallmark of the USAID program - increasing the number of people who can be reached and the 
number of diseases that can be addressed in the most cost-effective manner. Combining disease 
treatments for soil-transmitted helminthes and schistosomiasis in schools or multiple diseases 
during community distribution campaigns has streamlined and reduced the costs for program 
planning, training, education and monitoring. Integrated programs are considered the global 
standard, based on the success of USAID’s program. 

Integrated programming is just one example of USAID’s leadership in developing cost-effective 
approaches that contribute to the global evidence base for tackling NTDs. All along, NTDs have 
relied on partnerships with communities, task shifting and public-private partnerships that have 
been models for other global health efforts. USAID has lead the way in developing monitoring 
and evaluation tools for national NTD programs to improve program monitoring across diseases, 
and is working with WHO and the NTD community to improve documentation of impact, 
especially for the elimination of lymphatic filariasis and trachoma. Country-level guidance on 
how to measure impact is being better defined and tested, along with the development of post- 
treatment surveillance systems to confirm that elimination has been achieved and no re- 
occurrence is taking place. Through an interagency collaboration the Centers for Disease 
Control and Prevention is working with USAID, WHO and our implementing partners to test 
various methods of post-treatment surveillance for lymphatic filariasis. 

1 would like to highlight a few factors that have contributed to the success of USAID’s program 
and the global progress to date. 
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First, the success of USAID’s NTD program would not have been possible without the 
partnership with the pharmaceutical sector. In 2014, USAID-supported countries benefited from 
over $2 billion in donated drugs. To date, over $8.8 billion has been generously donated from 
Merck & Co. Inc., GSK, Pfizer, Johnson & Johnson, and Merck Serono. 

This represents an impressive leverage for our budget. We estimate that for every tax dollar spent 
by USAID, more than $26 in drugs is donated in-country. Conversely, the U S. government 
funding plays a critical role in ensuring that systems are available to distribute the drugs. 
According to the Task Force for Global Heahh, fewer than 200 million tablets of albendazole 
and Mectizan, respectively, were distributed per year prior to 2006. Today, this has increased to 
over 800 million for albendazole and 600 million for Mectizan alone. 

Second, USAID’s partnership and coordination with the government of the United Kingdom, 
specifically the Department for International Development (DFID), has allowed for a collective 
reach to almost 50 countries and the provision of 340 million treatments in 2014. This has 
allowed for the expansion in high-burden countries, including Ethiopia and Nigeria, and 
accelerated global efforts to put trachoma elimination on track by defining the burden in 
countries throughout Africa and Asia. Both USAID and DFID are signatories to the ""London 
Declaration on Neglected Tropical Diseases” and together represent the primary source of 
funding for country programs globally. The third annual WHO report on NTDs, released in 
February 2015, noted that USAID, along with DFID, have been the “stalwarts of Neglected 
Tropical Diseases funding among traditional donor nations.” 

Third, USAID builds upon the existing infrastructure of national disease control and elimination 
programs. USAID partners with ministries to complement existing funding, working within the 
context of the National Neglected Tropical Diseases Master Plans, and supporting coordination 
mechanisms to ensure that U.S. resources complement investments from other stakeholders and 
increasingly leverage domestic funding - which is a key to sustainability for diseases where the 
goal is disease control rather than elimination. Signs of progress are becoming visible in USAID- 
supported countries. Currently, eight countries have met the criteria to stop treatment for at least 
one disease. Further, 21 of the 3 1 USAID-supported countries are on track to meet the 2020 
goals for one or more diseases. 

Since the inception of the program, USAID has played a critical role in contributing to the global 
evidence for NTD programs, which has informed policy and implementation guidelines and 
produced new tools. Focusing on implementation is a comparative advantage of the program and 
fills a critical global gap. However, as the program has matured, the need to invest in new areas 
has arisen to ensure the WHO 2020 goals for NTDs can be achieved. 

In 2014, thanks to the support of Congress, USAID expanded the NTD program to include two 
new components. The first programmatic change provides support for programs to address 
existing disability from NTDs, which leads to long-term suffering and traps individuals in 
poverty. Referred to as “Morbidity Management & Disability Prevention”, support provided to 
national programs will result in increased access to services that address the disabling 
complications of lymphatic filariasis, such as the acute inflammation and extreme swelling of 
limbs more commonly referred to as elephantiasis, and provide eye surgeries to prevent further 
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blindness from trachoma. Approximately 40 million people have symptoms for lymphatic 
lilariasis and four million people require surgeiy-- for trachoma. Additionally, some of these 
services are required for national programs to meet the WHO criteria for documenting 
elimination. 

The second programmatic change supports research that addresses both the discovery of new 
drugs and operations research to accelerate progress toward elimination. USAID entered into a 
partnership with the Bill & Melinda Gates Foundation through the Coalilion for Research on 
Neglected Tropica! Diseases to strategically address the most pressing research questions. This 
collaboration includes a country-specific approach for addressing programmatic NTD issues in a 
timely manner. The Gates Foundation supports more early-stage research investments, while 
USAID support primarily focuses on programmatic or operational research needs. USAID efforts 
are improving monitoring and evaluation, introducing new diagnostics and developing program 
implementation tools. Additionally, this private sector collaboration compliments basic and 
clinical studies supported by the National Institutes of Health and academic institutions. 

Complementing the operations research component is an investment with the Drugs for 
Neglected Diseases initiative (DNDi) to identify new or orphaned drugs or more effective drug 
combinations to accelerate progress toward elimination. This is also done in collaboration with 
the Gates Foundation, and seeks to complement the research efforts of other institutions. These 
investments fall in line with USAID’s broader emphasis on sourcing and scaling innovations - as 
evidenced by the creation of the Agency’s new US. Global Development Lab and the Bureau for 
Global Health's Center for Accelerating Innovation and Impact - that have the potential to leap 
frog conventional approaches and hasten the achievement of our development goals. The Saving 
Lives at Birth Grand Challenge, launched in March 201 1, and the Fighting Ebola Grand 
Challenge, launched last fall, embody this new model of development - calling on the world’s 
brightest minds to solve our biggest global challenges and swiftly providing them with the 
financial and technical support they need to bring their ideas to impact 

Effective treatment strategies have opened the door to strengthening cross-sector approaches. 
School-based deworming programs have brought the education sector in as a routine partner. The 
NTD and water, sanitation and hygiene community are working to find ways to influence 
national policy to better align investments for greater impact, particularly around trachoma and 
soil transmitted helminthes. Coordination between national malaria and lymphatic filariasis 
programs is evolving. Cross-sector approaches will be essential to ensuring the long-term 
sustainability for NTD programs, particularly with diseases that have a control goal and require 
long-term strategies. 

Given that the tools are available and the drugs are being generously donated the elimination of 
these diseases of extreme poverty as a public health scourge is within our grasp. USAID is 
committed to achieving the WHO Neglected Tropical Diseases 2020 Goals and working with 
countries and our global partners to reach the remaining 800 million people who still need 
treatment. We must remain focused to ensure success. The progress to date, along with generous 
support from Congress, has made this program a clear success and continues to put the U.S. 
government in a position of leading the global effort to combat NTDs. 
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Mr. Smith. Dr. Pablos-Mendez, thank you so much for your lead- 
ership and, you know, the materials, again, that you sent over to 
our office yesterday were very informative and encouraging and it 
is a great record and I want to thank you for your personal leader- 
ship. 

I would like to yield to the vice chairman of the committee, Mr. 
Meadows. 

Mr. Meadows. Thank you, Mr. Chairman, and for those of you 
that are here I think I would he remiss if I didn’t say this. There 
are a number of times when the chairman has held hearings and 
there are not the cameras, there are not the reporters, because the 
actual thing that we are addressing is not necessarily newsworthy 
to the people on Main Street. 

And yet the heart of this chairman has been not only diligent but 
tenacious and unyielding in his desire to be a voice for so many 
that have no voice. So I want to say thank you to the chairman for 
his work each and every day that is unrelenting. 

Thank you. Doctor, for your work and your willingness to team 
up. It does come at a cost sometimes for some of us when you look 
at foreign aid and you look at helping other countries when there 
are so many needs here in the United States, and so it is impera- 
tive that you are efficient and focused with your money because it 
is every dollar that counts. 

And so I know that a lot of USAID money in terms of this par- 
ticular topic accounts for about 35 percent of the treatment is what 
I understand from what I have read. Who else is partnering with 
us or with you to address this particular medical concern? 

Dr. Pablos-Mendez. Thank you. Representative Meadows. 
Thanks for those kind words. I also want to recognize the chair- 
man. 

I did so in person earlier because you are right, you are also giv- 
ing us your time and your political capital to support something to 
help the poorest people in the world and there is usually not a po- 
litical pay for that. 

It is just because it is the right thing and in particular in these 
diseases, and although some of them can sometimes spread and hit 
us, there is a security rationale. It is truly because it is the right 
thing and the American people support that. 

You are right and I think that the partnership that we have had, 
particularly with the British Government, has been very important 
and it has been growing and it is allowing us to reach now 50 coun- 
tries as opposed to the 30 countries that we were supporting di- 
rectly. 

DFID has committed $195 million UK pounds in the last period 
of 4 years or so and that is a very significant commitment. The Bill 
and Melinda Gates Foundation has stepped up to the plate as a big 
champion following that London partnership and declarations and 
so on and they have committed $363 million over 5 years. 

They are particularly supporting research and innovation and 
that is a very important part of the overall global effort against 
these diseases. 

So you are right, we are just about 40 percent of the total. But 
as I said before, it is the companies’ historical willingness to work 
with the government in a public-private partnership to donate 
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these life-saving interventions and many of them from the begin- 
ning committed to do it for as long as it takes. 

So we do have great partners and we also see many of the coun- 
tries are now growing economically. So we are working to make 
sure those governments begin to invest more if the global invest- 
ment is about $250 million outside the donations. 

Now, the countries where the diseases are endemic are contrib- 
uting maybe $100 million or $120 million a year. We expect this 
equation to evolve in the next 5 to 10 years for countries to begin 
to spend more, particularly those countries are already in the mid- 
dle income category like Brazil or Nigeria, and we are working to 
mobilize those resources because that will be necessary to sustain 
the success of these programs. 

Mr. Meadows. Right. One other area, and you mentioned Ebola, 
and the good success story that we are hearing today on the ground 
from many of those areas that were affected, one of the concerns 
I have is that this particular problem was one we knew about be- 
fore it became the epidemic in the region that it was. 

Samaritan’s Purse had been there, as we know now, because of 
the highlighted newsreels that had been there. They had been 
there on the ground. 

What vehicle is there. Doctor, that we can use with either 
USAID and primarily I guess it would USAID to bring that to the 
attention before it becomes a billion-dollar problem when it is a 
million-dollar problem? 

Because what I feel like we did in this particular case is, wheth- 
er it be bureaucratic, whether it be Congress or anything else, we 
looked the other way until it became such a big problem that it 
scared people in Texas and in New York and in Atlanta or wher- 
ever it may be and then we responded with big money when a few 
dollars wisely spent earlier on would have corrected the problem. 

That may be simplistic. I am not a doctor. That is my take of it. 
What can we do to work closer with that so that it doesn’t become 
a huge problem that the taxpayers have to bail out? 

Dr. Pablos-Mendez. Well, thank you very much. It is a very im- 
portant point and it was the subject of that hearing that we had 
here last August. 

It is the case that as you know there have been many, many 
Ebola outbreaks, particularly in central Africa. Each of them was 
successfully controlled and actually they were getting smaller and 
smaller because we learned in those geographical areas to respond 
quickly and control those outbreaks. 

Although the virus was not new we have evidence that has been 
around west Africa for several years, it was the first time that the 
virus was recognized in west Africa. 

Mr. Meadows. Okay. 

Dr. Pablos-Mendez. So those populations were not familiar with 
Ebola. In the cities their immune system may not have been famil- 
iar with the virus and the fact that it reached cities transformed 
this into something that was different than before even though the 
virus itself was similar to the virus that we know. 

And the epidemic that began in December 2013 indeed was 
spreading through the spring, but by the end of May when I was 
at the World Health Assembly in WHO in Geneva there was a 
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sense that the numbers were coming down. And so in fact it was 
not even a major subject. 

But we now know that even though we were paying attention 
and we were monitoring things, the virus reached in cities and 
spread in the ways that we saw in July and in August where I 
called it the summer of panic and because it was truly a scary 
time. 

Now what to do? Because you are right, we have been successful 
with the response and the support of the Congress has been mag- 
nificent. 

As someone who worked in global health and who was also talk- 
ing to many others around the world in Africa and in other part- 
ners, the respect of that leadership and commitment has been quite 
palpable and important because it has been the right thing and it 
has worked in a quite dramatic way. 

We are not out of the woods but it is pretty good. What to do? 
So we do have this neglected tropical diseases program that is fo- 
cusing on all diseases of the poor for which simple treatments are 
the best way to prevent their damage on populations. 

But we have a separate program, USAID’s emerging pandemic 
stress programs, that, again, has been supported by the Congress 
as well, and the purpose of that program is to work precisely at the 
interface between humans and ecology and animals where all of 
these viruses are happening all the time. 

I have to say that we hear about those viruses that breakout but 
there are many others, I am talking about hundreds — hundreds 
that we are detecting 

Mr. Meadows. Right. 

Dr. Pablos-Mendez [continuing]. And not happening. But as we 
know, it is not enough. In — we have 

Mr. Meadows. It is kind of like our job. We only hear about it 
when we don’t do it right. 

Dr. Pablos-Mendez. Something like that. 

Mr. Meadows. Yes. 

Dr. Pablos-Mendez. And in this case, the global community has 
recognized that preparedness of pandemics has been an area that 
has been under invested. In addition to some reform efforts from 
the World Health Organization to really call for help earlier and 
support the countries quicker, there had been a lot of discussion on 
the fact that the economic impact of these outbreaks will just grow 
because of the interconnectedness of society, and how we respond 
to that, clearly, we do not have yet in the world the right plat- 
forms. 

The U.S. Government is now leading, as you know, with the 
Global Health Security Agenda 

Mr. Meadows. Right. 

Dr. Pablos-Mendez [continuing]. A process to reinvigorate the 
capacity of countries that are most vulnerable and creating with 
WHO, the World Bank, and others the mechanisms to respond in 
the human resources sense, in the financial sense, and also in the 
technology sense because we always come to try to do a vaccine 
when we are in the middle of the outbreak. 

So we need to develop systems that will be there because now 
we know that these things do happen every 5 or 10 years. 
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Mr. Meadows. Very good. Well, that ends my questions. I am 
going to close with one personal request that comes way out of left 
field. 

There is a hospital in Pakistan that is known as the American 
Hospital that is falling in somewhat of disrepair. If USAID could 
look at how we could partner with them on that particular facility 
from a health — global health standpoint, if you would personally 
look into that for me I would greatly appreciate it. 

I think it would go a long ways in the region. I yield back. Thank 
you, Mr. Chairman. 

Mr. Smith. Thank you very much. 

Mr. Meadows. I apologize. I have to leave. But we are moni- 
toring it from my office. 

Dr. Pablos-Mendez. Thank you very much. 

Mr. Smith. Mr. Meadows, thank you very much and, again, for 
your leadership especially. Mr. Clawson? 

Mr. Clawson. Thank you for coming. Thank you, Mr. Chairman, 
and full respect to those that work at USAID, and I have seen their 
work on a personal level in poor countries around the world and 
admire the sacrifice these folks make. That is my starting point. 

I represent south Florida, southwest Florida. It is a great place. 
But when I think about the Caribbean I think about dengue fever 
and the chikungunya, and I think about my own population — large 
retiree base — and I have the impression that in the Caribbean and 
in South America lots of folks get dengue fever in particular and 
now more and more chikungunya when they are young and able to 
overcome. 

I can’t imagine having break bone fever at age 70. Can you? And 
so I am always worried about this epidemic that most Americans 
don’t even know about. 

I am worried about it invading my district and having a mean- 
ingful impact. Am I right about being worried about what I am 
worried — I mean, I am worried that, you know, you get a few mos- 
quitoes going north on a year that we have a lot of rain and you 
have got a mixture for a really bad outcome. Do I view that cor- 
rectly or am I being alarmist? 

Dr. Pablos-Mendez. No, I think you are correct. Dengue is a dis- 
ease that can kill you although it rarely does so. Most of the time 
it is like a severe flu. 

Mr. Clawson. But it would kill an 80-year-old? 

Dr. Pablos-Mendez. It could kill children and pregnant women, 
so vulnerable populations are the most at risk around the world. 
So it is a real threat. And you are also correct that dengue has 
been growing. Dengue is transmitted by mosquitoes that thrive in 
cities, unlike the malaria mosquitoes of the more rural areas. 

Mr. Clawson. Yes. 

Dr. Pablos-Mendez. And because we are having this urban de- 
velopment in many places 

Mr. Clawson. It is an urban indoor mosquito? 

Dr. Pablos-Mendez. Correct. 

Mr. Clawson. It is — so it is the inverse of malaria, if I under- 
stand it. 

Dr. Pablos-Mendez. That is correct. 

Mr. Clawson. All right. 
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Dr. Pablos-Mendez. And so because there has been so much 
urban growth in the tropical world, we are seeing now dengue real- 
ly at unprecedented levels — Brazil, we hear in the news every day. 
So dengue is up and it also exists in Africa. We used to think it 
was all malaria. 

Mr. Clawson. So do you agree we are vulnerable in Florida or — 
I mean, would we be vulnerable by this combination of a bad mos- 
quito year and a bad rain year? 

You know, if we had as much rain in my district as they get in 
some of the Caribbean Islands and get the wrong mosquitos, either 
chikungunya or dengue fever 

Dr. Pablos-Mendez. Right. 

Mr. Clawson [continuing]. Do we have a problem? 

Dr. Pablos-Mendez. Well, two things. One is that because you 
need to have reservoirs of water that stays there unattended, you 
have things that in poor settings are common — tires with water 
near the houses — that are less prevalent in the United States. 

But that is important because we have better development. We 
are less at risk. In addition, even though you could get dengue and 
certainly you can get dengue in south Florida, the severity of the 
disease in better nourished populations and the ability to get med- 
ical care, which is general at this point, is also pretty good. 

But I would say to you that there is a risk, of course, that dengue 
can spread. It had been growing. But I don’t imagine something 
like Ebola spreading in the country as a risk in the mindset that 
we had in the fall. There is a different epidemiology, a different be- 
havior in terms of the geography. 

Now, for southern Florida being in the Caribbean it is certainly 
possible. There is no treatment, as you know, for dengue but there 
has been a lot of progress on the development of vaccines. 

Because it is a large problem in the world and because it afflicts 
now many middle income countries, companies have been working 
with academia in developing vaccines for dengue. 

Mr. Clawson. I have read that there is a dengue vaccine under 
development in Singapore but I have not read anything about 
chikungunya. Am I right about that? 

Dr. Pablos-Mendez. I am not following the vaccines for 
chikungunya but we will be happy to report back on chikungunya 
vaccines. 

Mr. Clawson. All right. 

[The information referred to follows:] 

Written Response Received from Ariel Pablos-Mendez, M.D. to Question 
Asked During the Hearing by the Honorable Curt Clawson 


Research anti development of chikungunya vaccines is ongoing at the National Institutes of 
Allergy and Infectious Diseases (NIAID) at the National Institutes of Health (NIH). , A Phase I, 
open-label, dose-escalation study to examine the safety, tolerability, and immune response has 
been completed, but it will be years until all phases of studies have been completed and a 
decision can be made regarding licensure. Because chikungunya virus is transmitted by 
mosquitoes, wearing repellents is the best way to prevent infection. While drere is no medicine 
for chikungunya. symptoms can be treated with plenty of rest, fluids to prevent dehydration, and 
taking fever and painiedticing medications. 
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Dr. Pablos-Mendez. Dengue is a much bigger problem and the 
research attention — we have a lot of work that has been done in 
dengue. An effort that we have been particularly focused on is in 
making sure that the pediatric versions of the vaccines are devel- 
oped soon because those are the people who die. It is usually kids. 
I mean, elderly could, but it is usually kids that are accounting for 
the deaths. 

Mr. Clawson. Okay. Can I have a couple more minutes? Let me 
follow up on that and I appreciate your patience here. So I am not 
trying to pretend to be a doctor at all. It is just a topic that is im- 
portant to me. 

So monsoon season is in October in India. There are four or five 
different strains of dengue. Someone gets on the plane and flies to 
Florida. 

He has been bit 2 or — you know, 2 or 3 days later, typically 6 
or 7 days after being bit by the wrong mosquito you get a fever, 
right? And then he brings that — patient zero, so to speak, brings 
a different strain where we already have another strain, which in- 
creases the degree of danger. Am I right about that? 

Dr. Pablos-Mendez. Well, very interesting. You are right about 
some of the science there. Two things — first of all, because you 
don’t transmit dengue person to person 

Mr. Clawson. But a mosquito can bite the sick person and trans- 
mit it? 

Dr. Pablos-Mendez. That is correct. So you would have to have 
been also in such conditions which make what you are saying pos- 
sible. Unlikely, but possible. And you are right about the different 
types of the virus. 

There used to be four. Now we have five, and immunity to one 
may protect you against that and may cross react with immunity 
against the other virus which has been one of the technical difficul- 
ties in vaccine development. 

But they have been overcome and we are developing now that 
technology in the end. In addition to development, making sure you 
don’t have pots and tires with water in your backyard or in your 
house, the development of vaccines probably holds the best promise 
for dengue, which is a real and growing problem in the world. 

Mr. Clawson. I mean, I understand my bright researchers in our 
office say that there could be up to 500 million cases a year. I think 
I read in the New York Times a year or two ago that it maybe 10 
percent of the population. 

So it is a big number, which is why it worries me so much in 
south Florida. So let me ask — you know, I am taking more than my 
share of time here. 

Are the right percentage of the resources that you all spoke 
about earlier being spent on this problem in general and this prob- 
lem’s prevention aspects in the United States within your organiza- 
tion? 

Dr. Pablos-Mendez. The investments in dengue and dengue vac- 
cine, of course, are bigger than those that we have at USAID. 

USAID’s NTD program is currently focused on those simplest to 
treat and prevent diseases, the most cost effective of those inter- 
ventions. We do not have a program devoted to dengue. 
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But I do hear you because the epidemiologists are asking us to 
consider doing that and we should certainly consider how we could 
add resources to do more on dengue. I would say that in addition 
to the strategies of prevention that I spoke of before, making sure 
that we get to a vaccine is the most important thing and sup- 
porting that is something that we should consider. 

USAID invests close to $200 million in reasearch and develop- 
ment. Almost half of that is in the HIV space because that is where 
we get most of the resources. But we cover many of the other 
things as well based on burden of disease. 

In the case of the dengue vaccine, we have now candidate vac- 
cines that are close. It seems to us that although we may not need 
to put more money in developing the vaccines themself making 
sure that the pediatric formulations and making sure that those 
vaccines will be available in the future will be a very good and 
timely investment for us and we are going to be following closely 
with that. 

That will happen. Until then, we only have these general meas- 
ures I spoke of before and health systems strengthening too, to 
treat people because if you are untreated with severe dengue you 
may have 5 or 10 percent may have severe outcomes. With good 
treatment it is less than 1 percent. 

Mr. Clawson. So with good treatment less than 1 percent are 
going to be hemorrhagic is basically what you are saying? 

Dr. Pablos-Mendez. Less than 1 percent of people with dengue 
will get severe disease. 

Mr. Clawson. And so when this bill comes up or when we look 
at this even the appropriations process — look, I am a Republican, 
right, so we have a thing about debt and taking from future gen- 
erations. 

On the other hand, I also have a thing about poverty killing peo- 
ple and there is a lot of different ways that poverty kills people, 
right. 

Well, this is one of them and all the world’s needy aren’t sud- 
denly going to be middle class and therefore we are going to be 
fighting these infectious diseases. Tell me if you think I am wrong. 

So it seems like the shortcut is the vaccine, which is a quick way 
to save a lot of lives, and then it also puts insulation on my state. 
I am glad to hear you say there is not enough tires with water sit- 
ting in them. 

But, you know, we have all seen what happens in Santo Domingo 
and Hyderabad, for that matter. And so I would like, you know, a 
little vaccine in order to insulate my state from a southern invasion 
of the wrong mosquito would be a good idea for my developed state 
as well as the poor folk living across the world. Am I saying that 
the right way? I mean, you are 

Dr. Pablos-Mendez. I am happy to hear you because you are 
right that more attention is needed, that even though we are focus- 
ing on those things that are the simplest for the poorest because 
then we can get the most bang in terms of life saving and pre- 
venting problems, that this is a problem that requires not only the 
U.S. Government but many more and then, of course, efforts, as I 
said before. 
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But I believe that we should explore how we could do more and 
with your support we could certainly look into that. I would say 
that 

Mr. Clawson. But are we more — we are more cost effective with 
a vaccine 

Dr. Pablos-Mendez. Correct. 

Mr. Clawson [continuing]. Than we are everybody in a poverty 
level existence digging a well, having shoes so they don’t get worms 
and clean water and a clean septic. 

That is — we all — we want all of that but that is a longer term, 
more expensive thing than giving somebody a vaccine. Am I right? 
You know, are you following? 

Dr. Pablos-Mendez. You are right, and vaccines have been one 
of the best things that we have done in public health in the last 
century and we are happy, as you know, with the Global Alliance 
for Vaccines and Immunizations recent replenishment. 

The whole global community came together to put together $7.5 
billion in vaccines because they are so important, and the U.S. 
Government has committed $1 billion to that. And vaccines are a 
great investment and, indeed, GAVI is open to look at how they 
can work in either support of the polio, as the polio eradication 
evolves. Ebola vaccines — there was one available. Once dengue vac- 
cine will become available that also could he considered. We have 
a platform that we contribute to on vaccines that could pick this 
up. 

But I think there are limitations to keep us thinking beyond any 
narrow particular programs and we do so, then choose where our 
dollars can have the most impact, and what you are saying is very 
important for us. 

It is very important for the NIH. It is important for the CDC and 
globally with many of the other partners. So I will say to you that 
I will have this in mind, and the point you make about — we started 
with a humanitarian point as to why we do these things and you 
are making a very good point on the economics of this. 

There has been a recent commission on investing in health. You 
should know because this is not a bad investment. It is actually 
one of the best investments that can be made today and I am not 
talking as an advocate. This is what the Commission on Investing 
in Health said; they looked at the payoff of investing in health, par- 
ticularly in these types of things which are very cost effective. 

You have a 10- to 25-fold leverage in terms of the economics of 
those countries. And you know at USAID we used to invest in Mex- 
ico, Brazil, South Korea when they needed help. Now they are our 
partners. 

Actually, ten of the 15 largest trading partners used to be a re- 
cipient of USAID assistance. Now they are our partners. So it is 
in our interest also to help, as you have pointed out, because in the 
end it is good for America in more than just do the right thing or 
being safe. It is also a good investment. 

Mr. Clawson. Well, as we go through the appropriations process, 
you know, anything I can do to help. I like free market solutions 
but there are gaps when it is poor people that can’t pay for things 
and so this makes your role important, as far I can tell, in the 
breach and therefore I am supportive. 
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But I want to understand that it is, as you were discussing here, 
that it is money well spent and that others are paying their fair 
share, and then if that is the case we are all the same and we need 
to do what we can for everybody. 

So thank you for what you are doing. 

Dr. Pablos-Mendez. Thank you. 

Mr. Smith. Mr. Clawson, thank you for your incisive questions 
and very compassionate comments. 

Mr. Clawson. Sorry to take so much time. 

Mr. Smith. No, it was very well done. I thank you so very much. 

I just have a few questions. We have been advised that we may 
have a series of votes that will go on for about an hour. So I will 
collapse all of my questions into one. 

Mr. Clawson. I am sorry, Chris. 

Mr. Smith. No, no. I just got the word. First of all, on the gaps 
issue, Mr. Clawson, I think, brings a very good point up about 
gaps. 

In his testimony. Dr. Hotez says that it is estimated that the an- 
nual global funding gap is over $220 million per year. He has rec- 
ommended that — I think at a minimum that we put an additional 
$25 million on last year’s number to bring it to $125 million. 

Again, let the record note that we are all concerned that the ad- 
ministration’s request suggested a $13.5 million decrease and my 
hope is that that will not have any traction and that we look to 
actually increase because of the work that it is doing. 

And I think, as you point out in your own testimony. Doc, you 
know, that for every $1, $26 donated comes from the private sector, 
from the pharmaceuticals and the like. 

That is leveraging the likes of which I have not seen and every 
dollar we put in we are getting back a huge impact on people’s 
lives. 

So if I could just ask all of our witnesses that follow will talk 
about public-private partnership being extraordinarily good. 

The gap issue, $220 million — if you had additional dollars like 
$125 million how would you use it? Dr. Hotez makes a point about 
the horrific NTD outbreaks coming out of ISIS-occupied Syria and 
Iraq and possibly Libya and Yemen and in his testimony — and he 
has done this before — he talks about this being one of the con- 
sequences of war, very often under appreciated. 

If you could speak to that. The integration with PEPFAR — our 
new bill has language and, again, I learned that having read his 
book — Dr. Hotez’s book and his testimony last year that there is, 
again, an under appreciation of how — what NTDs — the role they 
play in making women especially more susceptible to HIV/AIDS 
and in his testimony he put it this way: 

“I am concerned that NTDs are still not a component of large- 
scale programs to combat HIV/AIDS such as PEPFAR and the 
Global Fund despite evidence that 20 million to 150 million 
girls and women in Africa suffer from female genital 
shistosomiasis, which increases susceptibility to HIV/AII)S and 
represents a major co-factor in Africa’s AIDS epidemic.” 

Your view on that. 
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It seems to me that integration has to take place yesterday. The 
post-2015 goals, I have read them. I have read the targets. I am 
concerned that there doesn’t seem to be the underscoring. 

Our bill does that. It calls for those goals in effect since the year 
2000, particularly goals three, ensuring healthy lives and, one, end- 
ing poverty in all its forms everywhere. 

There needs to be, I think, a hyper sense of the disproportion- 
ately negative role that NTDs play and if you could — maybe not 
today but certainly soon — give your and the administration’s view 
in supporting H.R. 1797, our new bipartisan bill that I just intro- 
duced today, the End Neglected Tropical Diseases Act, which incor- 
porates so much of this, and hopefully will help take us to an even 
better level on this. 

Dr. Pablos-Mendez. Well, thank you very much. Congressman. 
Thank you very much. 

Well, as you know, in terms of the overall budget we are making 
many critical investments across the spectrum of global health pro- 
grams and you have been a champion of many of those, especially 
maternal and child health. 

And as we have discussed, now half the kids who are dying are 
dying in the first month of life. Because of the success of the older 
kids it is now the babies who are dying or who are accounting for 
the greater proportion, and we are increasing our support for the 
newborns as one of the best ways to decrease total mortality. 

But that calls for very difficult choices for us and since we are 
operating on a fiat-line environment for budgets those choices are 
very difficult. 

But I have to say that I fully support the funding level requested 
but, most importantly, I feel confident that the level of funds that 
will be available in Fiscal Year 2016 will allow us to continue the 
remarkable progress on NTDs and will also continue to save the 
lives of mothers and children. 

If we had an additional $25 million, as you suggest, well, that 
would allow us to treat 30 million more people and, clearly, get 
sooner to the place in which we can get closer to elimination and 
control of many of these diseases. PEPFAR 

Mr. Smith. Thank you for that 

Dr. Pablos-Mendez. Yes. 

Mr. Smith [continuing]. That analysis. Perhaps elaborate that a 
little more so the rationale and the justification as we lobby our 
friends on the Appropriations Committee. 

Because we will be doing a letter from our subcommittee and it 
will be, I am sure, bipartisan, it would be great if we could break 
that with as much exactness as possible 

Dr. Pablos-Mendez. That is right. So 

Mr. Smith [continuing]. And what good we can add. 

Dr. Pablos-Mendez [continuing]. Our teams will ready to ex- 
pand in seven countries in Africa with — and we will send more de- 
tails as needed. 

On PEPFAR, because it is an important part of the program, 
clearly, PEPFAR is an incredible platform. It has helped especially 
in recent years to support the systems that can then help deal with 
other new problems. 
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Some of the diseases are parasitic, which are not amenable to or 
targeted by the cost-effective programs that we have today — are ex- 
pensive to treat, and I would like to say that their research and 
development efforts will be very important and if we have more re- 
sources we could someday also offer support for those diseases. 

In terms of collaboration — we see also great opportunity and we 
leverage opportunity of working with our water, sanitation and 
health programs (WASH) because as we heard before many of 
these issues have to do with water that is a vector or water res- 
ervoirs. 

So WASH programs are important. Our collaboration with ma- 
laria, some of this is to minimize mosquitoes and so the bed nets 
are helpful in lymphatic filariasis as much as they are helpful in 
malaria. 

And in terms of the post-2015, I think you are making a good 
point. Maybe in part it is because the post-2015 agenda for the 
world is looking at a grand convergence in gains by 2030. 

But in this case, we have to look at 2020 to eliminate many of 
these diseases. So we are almost ahead of the schedule in which 
the larger agendas are. But it is a good point that we should con- 
tinue to maintain this ability and important 

Mr. Smith. Well, and again, it is in goal three, target three but 
it is one line and it seems to be — maybe the indicators will expand 
and give it the weight that I think it just needs to get — it is not 
just one on a list of things. 

Dr. Pablos-Mendez. We will convey this to our negotiators. 
Thank you. 

Mr. Smith. I appreciate that. Thank you. Thank you very much. 
Just because of time, I do have other questions. I will submit them 
for the record. But I thank you so much. Doctor. 

I would now like to welcome — look forward to working with you 
and please get back to us on supporting the End Neglected Tropical 
Diseases Act, any changes you think might be necessary to improve 
it, we are wide open for that and I think this is something that 
would get the whole Congress 

Dr. Pablos-Mendez. Thank you. 

Mr. Smith [continuing]. Further on board on this important 
issue. 

Dr. Pablos-Mendez. Technical staff is happy to continue to do 
so. 

Mr. Smith. Thank you. 

I would like to now invite our second panel, and I am only rush- 
ing because of the pending votes, beginning with Dr. Peter Hotez, 
who is president of the Sabin Vaccine Institute and leads the Texas 
Children’s Hospital for Vaccine Development based at the Baylor 
College of Medicine. 

He is also the founding dean of the National School of Tropical 
Medicine at Baylor College of Medicine. His academic research fo- 
cuses on vaccine development for a wide range of neglected tropical 
diseases around the globe as well as studies to increase awareness 
about the neglected tropical diseases in the U.S. as well as other 
countries. 

He created the Sabin Vaccine Institute Product Development 
Partnership and was instrumental in creating the Global Network 
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for Neglected Tropical Diseases. In 2014, President Obama named 
him as one of four U.S. science envoys with a mandate to explore 
the development of vaccine Centers of Excellence in North Africa 
and the Middle East and, again, he has also recommended such a 
thing, a Center of Excellence, for the United States. 

We will then hear from Mr. Nicholas Kourgialis, who is the vice 
president for eye health at Helen Keller International where he 
provides programmatic direction and oversight for its eye health 
and neglected tropical disease programs worldwide. 

Mr. Kourgialis joined Helen Keller in December 2003 and brings 
more than 13 years of related experience to his work at HKI, hav- 
ing spent his career specializing in public and global health inter- 
ventions, addressing the needs of disadvantaged children. 

Helen Keller International’s integrated program includes several 
NTDs and they are actively supporting a number of programs 
across 14 countries in Africa and deworming in school children in 
the Asia Pacific and he is also, I am happy to say, from my state. 

Dr. Hotez? 

STATEMENT OF PETER J. HOTEZ, M.D., PRESIDENT, SABIN 
VACCINE INSTITUTE 

Dr. Hotez. Good afternoon, and thank you. Chairman Smith, for 
inviting me and to members of the subcommittee. Congressman 
Clawson. I ask that my full written statement be added to the 
record. 

Mr. Smith. Without objection, so ordered. 

Dr. Hotez. Thank you. My name is Peter Hotez. I am a physi- 
cian scientist. As you pointed out, I am dean of the National School 
of Tropical Medicine and also president of Baylor College of Medi- 
cine, president of the Sabin Vaccine Institute where we make vac- 
cines for neglected tropical diseases. 

We make the vaccines that the drug companies can’t make or 
won’t make including vaccines for diseases that are affecting or will 
soon affect Congressman Clawson’s district. 

I would like to point out that I am the recent author of a paper 
called “The Gulf Coast: A New American Underbelly of Tropical 
Diseases and Poverty.” And so that is very relevant, I think, to this 
committee. 

Mr. Smith. Without objection, I would like to add that to the 
record because there is a very keen interest. So without objection, 
if we could get a copy we will 

Dr. Hotez. Sure. We recently estimated that there are 12 million 
Americans living with one or more neglected tropical diseases, 
mostly affecting those in the Gulf Coast. I am on one end of the 
Gulf Coast. I am in Houston on the Texas side of the Gulf Coast. 
We are the bookends. Congressman. 

Mr. Clawson. That is all right. I mean, you know, we got the 
better district but that is — it is all right. You are still on the Gulf 
At least you didn’t say ocean. 

Dr. Hotez. And so — and then I would like to talk a little bit 
about my role as U.S. science envoy and some great concerns that 
we have for the next shoe that is going to fall after Ebola, which 
is going to be the Middle East and North Africa. 
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It won’t be Ebola but I will tell you about that. So let me just 
briefly summarize the situation globally and then tell you about my 
concerns of what is happening in the Middle East and then fine 
tune it to disease and poverty here in the Gulf Coast and the 
United States. 

Working with the Institute for Health Metrics in Seattle, we 
have just determined that practically every single person living in 
extreme poverty is affected by one or more neglected tropical dis- 
eases — these chronic and debilitating conditions. 

The numbers we have just come up with are extraordinary — 819 
million people with ascariasis infection, 440 million with 
hookworm, 390 million with dengue, schistosomiasis 252 million, 
river blindness 30 million, Chagas disease 7 to 10 million — every 
single person living in poverty. 

And the point is these diseases both occur in the setting of pov- 
erty and they cause poverty. We are about to publish at the end 
of next week a worm index for human development where you can 
actually show that there is this very inverse correlation between 
human development index and the level of neglected tropical dis- 
ease burden and think this also applies to the United States as 
well, which I will point out. 

Now, although Ebola virus infection is the best known neglected 
tropical disease, it remains one of the rarest. We have recently 
done an estimate of the three Ebola-affected countries in west Afri- 
ca — Guinea, Liberia, and Sierra Leone — and while there are 20,000 
cases of Ebola there, or what was 0.1 percent of the population, a 
third of the population is infected with either hookworm infection, 
schistosomiasis, or both. 

So these are probably the major severe and incapacitating 
sequelae of the west African countries, and as I pointed out these 
diseases are not restricted to the poorest countries of Africa be- 
cause poverty is the overriding determinant and can be found even 
among the extreme poor living in wealthy countries such as in the 
United States. 

There are an estimated 20 million people who live in extreme 
poverty in the U.S. and now new numbers coming out of the Uni- 
versity of Michigan Center for Poverty find that there are 1.65 mil- 
lion families in the U.S. that live on less than $2 a day. 

So we could take that same benchmark for global poverty and 
apply it to the U.S. Now, throughout the month of October 2014 
I appeared regularly on MSNBC or Fox News. Imagine appearing 
in the same day on MSNBC and Fox News. That was interesting. 

And but the question I would get almost every time is Doctor, 
aren’t you worried about Ebola virus coming to the United States 
and my answer was almost always no, and here is why — here is 
what we know — it is a difficult disease to transmit and only occurs 
in the setting of post-conflict when there is massive breakdown in 
public health infrastructure but we do have 12 million Americans 
living in extreme poverty, mostly in the Southern U.S., mostly on 
the Gulf Coast who are affected by at least one neglected tropical 
disease including Chagas disease, toxocariasis, and cysticercosis. 

We have dengue in Houston. We have dengue in the west coast 
of Florida and chikungunya will surely follow. I predicted last sum- 
mer but probably this coming summer. 
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What was interesting about that the anchors, whether from 
MSNBC or Fox, always responded the same way, which was, 
“Thank you. Doctor. We are out of time.” 

So the neglected tropical diseases continue to represent our na- 
tion’s most glaring and ignored health disparity issues. Let me 
briefly summarize, if I may, what is working globally and what’s 
not for the neglected tropical diseases. 

First, a very important achievement has been the scale up of 
mass treatment packages of donated drugs, which we first proposed 
in partnership at the World Health Organization in 2005. 

Today, this approach is in operation in more than two dozen less- 
developed countries which is leading to the elimination of two key 
neglected tropical diseases of major global importance, lymphatic 
filariasis and trachoma. 

And I would like to thank Dr. Ariel Pablos-Mendez for his leader- 
ship on this issue and we are really thrilled with the fact that 
under his leadership and with the Administrator that over the past 
8 years they have improved the lives of over 460 million people and 
delivered more than 1 billion neglected tropical disease treatments. 

This successful public-private partnership with leading pharma- 
ceutical companies has exceeded expectations in its ability to de- 
liver treatments for the seven most common neglected tropical dis- 
eases which make up a bulk of the global NTD burden and lever- 
age more than $6.7 billion worth of donated medicines in 25 target 
countries including Bangladesh, Indonesia, Nigeria, and Sierra 
Leone. 

In addition, tremendous global progress has been made in tack- 
ling neglected tropical diseases since the announcement of the Lon- 
don Declaration on NTDs in 2012, partnerships which includes the 
United Kingdom and the Gates Foundation, 13 pharmaceutical 
companies and, of course, the U.S. Government. 

In 2013, more than 1.35 billion treatments were supplied by 
pharmaceutical partners alone and by the end of 2014 more than 
70 endemic countries had developed multi-year integrated NTD 
control plans, narrowly a 50-percent increase. 

Despite the progress, as you pointed out, the funding gap re- 
mains. It is estimated that the global annual funding gap is over 
$220 million a year. 

That is why we are disappointed to see the President’s proposed 
budget request for USAID’s NTD program for Fiscal Year 2016 at 
$86.5 million, which is actually a $13.5 million decrease from Fis- 
cal Year 2015 enacted level of $100 million and urge Congress to 
increase funding for NTDs from $100 million to $125 million. 

This additional $25 million will allow USAID to further maxi- 
mize the benefits of increased drug donations received from phar- 
maceutical companies, conduct impact assessment surveys to meas- 
ure progress and increase the impact of this successful public-pri- 
vate partnership. 

The subcommittee should also consider the inclusion of addi- 
tional NTD control and elimination measures within other USAID 
programs which are among broader U.S. Government and foreign 
assistant programming. This would include water, sanitation, and 
hygiene programs as well as food security or nutrition initiatives. 
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I am also concerned that NTDs are still not a component of 
large-scale programs to combat HIV/AIDS such as PEPFAR and 
the Global Fund, despite the evidence of tens of millions of girls 
and women suffer from female genital schistosomiasis and which 
increases their susceptibility to HIV/AIDS. 

And parallel with these global public health measures there is an 
urgent need to support research and development for new drugs, 
diagnostics, and vaccines for NTDs. As the head of the nonprofit 
Sabin Product Development Partnership, we have developed two 
critically important neglected tropical diseases — one for hookworm 
infection, the other for schistosomiasis — which are now undergoing 
clinical testing in Brazil, Gabon, and the United States. 

We also have new vaccines for Chagas disease, leishmaniasis, 
and other neglected tropical diseases in earlier stage of develop- 
ment. Greater U.S. investment in NTD related research and devel- 
opment are needed to support the introduction of these new tech- 
nologies as a means to ensure the achievement of goals for control 
and elimination. 

I would like to say that people who live in poverty deserve more 
than access to essential medicines. They also deserve access to in- 
novation. 

Previously, I proposed setting aside 1 to 2 percent of the U.S. 
commitment to global health for the development of new drugs, 
diagnostics and vaccines which would pump $100 million to $200 
million new dollars into the system for NTD product development. 

Yet, it is very important to point out that these research and de- 
velopment efforts must not come at the expense of accelerating the 
success of the NTD program at the USAID. We need to keep that 
program intact, otherwise, if you take it away — the research and 
development dollars — it would undercut the positive gains that re- 
sulted to date and put hundreds of millions of people at risk. 

Now, we also need new vaccines for other countermeasures in 
preparation for new catastrophic NTD outbreaks such as the one 
that hit west Africa in 2014, and what I would like to say is the 
fact that we saw this catastrophic outbreak in west Africa last year 
and into 2015 was not because Guinea, Sierra Leone, Liberia are 
tropical. 

It was because they emerged out of conflict and post-conflict set- 
tings, and when I had the time to point it out on television I would 
say Ebola’s version 3.0 of a trend that we have seen for the last 
three or four decades, which is that you have a catastrophic conflict 
and then something terrible happens. It happened in Angola, the 
Democratic Republic of the Congo, in the 1970s, breakdown in in- 
frastructure. 

Half a million people died of African sleeping sickness after that 
conflict. So 20 times more than Ebola. It went unrecorded because 
there were no journalists there. Version 2.0 was in southern Sudan 
in the 1980s and 1990s with the conflict there. A hundred thousand 
people died of kala-azar — leishmaniasis transmitted by sand flies — 
Ebola’s version 3.0. 

So and the problem is the world reacts too slowly. So what hap- 
pens is nobody is stockpiling vaccines to get ready for these dis- 
eases and when the crisis hits it is too late. 
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So what we saw now is even though the technology to make the 
Ebola vaccine was around for a decade, we sat around waiting for 
big pharma to pick it up and then it only happened after the 11th 
hour and only now are these vaccines going into clinical trials 
when there are no more cases around to really see if even the vac- 
cines work. 

So we need a new model and what I am particularly concerned 
about in my role as U.S. science envoy — and I would like to point 
out that the views in herein are my own and do not reflect those 
of the White House or the State Department — is that version 4.0, 
given the strong link between conflict and contagion, is going to be 
in ISIS-occupied zones of the Middle East, Iraq, Syria, Libya, and 
Yemen. 

We don’t have the World Health Organization working there be- 
cause it is too dangerous. We are only getting glimpses of it from 
refugees spilling across the border into Jordan and Lebanon, into 
Turkey and to Egypt. 

But what are we seeing? The resurgence of measles, the resur- 
gence of polio, a horrific neglected tropical disease that the locals 
call Aleppo evil. It is a disfiguring disease of the face that particu- 
larly affects little girls and renders then unmarriageable. 

The other name is cutaneous leishmaniasis, more than 100,000 
new cases, and I am quite worried about the Middle Eastern Res- 
piratory Syndrome virus. And the problem is big pharma will take 
on problems which have global importance but not regional impor- 
tance. 

Right now, there is no capacity to make vaccines or minimal ca- 
pacity to make vaccines in the Middle East and North Africa. The 
Iranians do it on a good day, maybe a little bit of Israel Defense 
Forces, but that is about it. 

So in my role as U.S. science envoy, I am trying to take the 
model of what we are doing for making vaccines in Houston in the 
nonprofit sector and reproducing that somewhere in a stable coun- 
try in the Middle East and North Africa, one that has some under- 
lying infrastructure for doing so, and I am happy to address that 
in more detail. 

Finally, let me end by revisiting the NTDs in the United States. 
Twelve million Americans live with at least one neglected tropical 
diseases and most people have never heard of them. They include 
toxocariasis, a larval worm infection linked to deficits in cognitive 
development that affect almost one in five African-Americans living 
in poverty. 

In a paper I wrote in JAMA Psychiatry, I asked whether 
toxocariasis could be partly responsible for the achievement gap 
noted among socioeconomically disadvantaged students. At our Na- 
tional School of Tropical Medicine in Houston, we are finding 
unique modes of transmission of diseases like toxocariasis as well 
as Chagas disease, a parasitic disease that causes debilitating and 
life-threatening heart defects among the poor and among hunters 
and campers in our state. 

A key point is that many if not most of these neglected tropical 
diseases are not being imported through immigration, because that 
is usually the first response people have. Instead, we are finding 
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transmission among the poor, especially in the American South, es- 
pecially in the Gulf Coast. 

Throughout the Gulf Coast we have got two major species of 
mosquitoes, each capable of transmitting dengue, each capable of 
transmitting chikungunya. 

So we need more comprehensive surveillance and to develop im- 
proved point of care diagnostics. One of the problems is physicians 
aren’t trained to even recognize these diseases. When we had our 
outbreak in Houston we found that none of the cases were picked 
up by physicians because they are not trained in these diseases. 

The other problem is we don’t have point of care diagnostics. So, 
you know, when you go to your doctor you get a blood test and you 
see the little boxes checked off with your blood chemistries. There 
is no box for chikungunya. 

There is no box for dengue. There is no box for toxocariasis or 
Chagas disease. We have got to change that. We also need a new 
generation of drugs and vaccines. 

So that is the whole point behind this Center of Excellence idea 
and the legislation that you just introduced and I am so grateful, 
again, for your tenacity. Chairman Smith, in making this happen. 

So we just learned about the H.R. 1797. I assume it has similar- 
ities to what was H.R. 4847 and we are so grateful for this com- 
mittee taking on this important issue which is devastating popu- 
lations living in poverty and conflict everywhere, and I appreciate 
the opportunity the subcommittee has given me to speak on this 
issue. 

Thank you. 

[The prepared statement of Dr. Hotez follows:] 
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Good afternoon, Chairman Smith and Members of the Subcommittee. My name is Peter 
Hotez, I’m a physician-scientist, founding Dean of the National School of Tropical Medicine at 
Baylor College of Medicine, and President and head of the Sabin Vaccine institute and Texas 
Children’s Hospital Center for Vaccine Development, where we develop and test new vaccines 
for neglected tropical diseases. For this year I am also serving as United States Science Envoy, 
also focusing on neglected disease vaccines. 

I appreciate the opportunity to speak with you today and will focus my remarks on the 
very important conditions known as the neglected topical diseases or “NTDs.” Working with the 
Institute of Health Metrics in Seattle we have just determined that practically every single person 
living in extreme poverty is aifected by at least one NTD, many of which are chronic and 
debilitating parasitic conditions such as ascariasis - which affects 819 million people, hookworm 
infection - 440 million, schistosomiasis - 252 million, river blindness 30 million, Chagas disease 
7-10 million. Almost every person living in poverty has at least one of these NTDs, which I 
sometimes refer to as “the most important diseases you never heard of” We’re about to publish 
a “Worm Index” for human development linking NTDs as an actual cause of poverty because it 
makes them too sick to go to work or because it reduces childhood cognition. The NTDs are one 
of the stealth reason why the bottom billion - the estimated 1 .2 billion people living on less than 
a dollar a day - cannot escape poverty. 

Although today Ebola virus infection is perhaps the best known infectious disease in fact 
it remains one of the rarest. For example in the three major Ebola-affected countries of West 
Africa - Guinea, Liberia, and Sierra Leone — where 22 million people live, there were 
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approximately 20,000 cases of Ebola, roughly 0.1% of the population. However, our numbers 
soon to be publi shed in the Puhlic Library of Science indicate that almost one third of the 
population of those three countries - more than five million people - are affected by either 
hookworm infection or schistosomiasis, or both, resulting in severe and incapacitating anemia 
and other sequelae. 

NTDs are not restricted to the poorest countries of Africa. Because poverty is the 
overriding determinant, these diseases can also be found among the extreme poor living in 
wealthy countries, including the United States where an estimated 20 million people live in 
extreme poverty and 1 .65 million families live on less than $2 per day. Throughout the month of 
October of 2014, 1 appeared regularly on MSNBC, Fox News, or Bloomberg TV for my opinion 
about if and when Ebola will spread throughout Texas and the United States. My answer was 
always, there is no risk of Ebola taking foothold in the US. But we do have 12 million 
Americans living in extreme poverty, mostly in the southern US (including Texas and the Gulf 
Coast) who are affected by at least one NTD, including Chagas disease, toxocariasis, and 
cysticercosis. The anchors would always respond by saying, “thank you doctor, but we’re out of 
time.” NTDs continue to represent our nation’s most glaring and ignored health disparity issue. 

Let me briefly summarize what’s working and what’s not working globally, but also here 
in the US, to control and eliminate the world’s most serious NTDs. 

First, a very important achievement has been the scale up of mass treatment packages of 
donated drugs, which we first proposed in partnership with the World Health Organization in 
2005. Today, this approach is in operation in more than two dozen less developed countries, and 
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is actually leading to the elimination of two key NTDs of major global importance - lymphatic 
filariasis and trachoma. 

We certainly applaud the commitment of the United States to the U.S. Agency for 
International Development (USAID) NTD Program, which over the past eight years has 
improved the lives of over 460 million people, delivered more than 1 billion NTD treatments, 
and trained over 500,000 community workers. This successful public- private partnership with 
leading pharmaceutical companies has exceeded expectations in its ability to deliver treatments 
for the seven most common NTDs (which make up the bulk of the global NTD burden) and 
leveraged more than $6.7 billion worth of donated medicines in 25 targeted countries, including 
Bangladesh, Indonesia, Nigeria, and Sierra Leone. 

In addition, tremendous global progress has been made in tackling NTDs since the 
announcement of the London Declaration on NTDs in 2012 — a partnership which includes the 
United Kingdom, the Bill & Melinda Gates Foundation, 13 pharmaceutical companies, the 
United States and many others. In 2013, more than 1.35 billion treatments were supplied by 
pharmaceutical partners alone and by the end of 2014, more than 70 endemic countries had 
developed multi-year integrated NTD control plans (nearly a 50% increase since 2012). NTD 
partners continue to use a comprehensive London Declaration Scorecard to promote 
accountability, transparency, and evidence-based prioritization. The 10 NTDs highlighted in the 
London Declaration should also remain as a main focal point in any future NTD legislation. 

Despite the progress, however, significant funding gaps to implement comprehensive 
NTD control and elimination programs remain. And, without continued support by existing 
partners, like the United States, as well as redoubled efforts to attract new bilateral partners, a 
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major scale up of implementation efforts, and increased global resources, we will not achieve the 
WHO 2020 target goals endorsed by the London Declaration partners. It is estimated that the 
annual global funding gap is over $220 million per year. 

That is why, we were disappointed to see the President’s proposed budget request for 
USAID’s NTD Program for fiscal year (FY) 2016 at $86.5 million (a $13.5 million decrease 
from the FY 2015 enacted level of $100 million) and urge Congress to increase funding for 
NTDs from $100 million to $125 million. This additional $25 million will allow USAID to 
further maximize the benefits of increased drug donations received from pharmaceutical 
companies, conduct impact assessment surveys to measure progress, and increase the impact of 
this successful public-private partnership. 

The Subcommittee should also consider the inclusion of NTD control/elimination 
measures within other USAID programs or among broader U S. government foreign assistance 
programming. Opportunities for cross-sectoral coordination may include maternal and child 
health services delivery platforms (e g., childhood immunizations, vitamin supplements), water, 
sanitation and hygiene programs, as well as food security or nutrition initiatives. T am also 
concerned that 'NTDs are still not a component of large-scale programs to combat HW/AIDS, 
such as PEPFAR and the Global Fund despite evidence that 20-1 50 million girls and women in 
Africa suffer from female genital schistosomiasis, which increases susceptibility to FTIV/ATDS 
and represents a major co-factor in Africa’s AIDS epidemic. 


In parallel with these global public health control measures, there is an urgent need to 
support research and development (R&D) for new and improved drugs, diagnostics, and vaccines 
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for NTDs. As head of the non-profit Sabin product development partnership, we have developed 
two critically important NTD vaccines, one for hookworm infection and the other for 
schistosomiasis, which are now undergoing clinical testing in Brazil, Gabon, and in the United 
States. We also have new vaccines for Chagas disease, leishmaniasis, and other NTDs at earlier 
stages of development. Greater U.S. investment in NTD-related R&D is also needed to support 
the introduction of these new technologies as a means to ensure the achievement of the goals of 
disease control and elimination. People who live in poverty deserve more than the access to 
essential medicine, they deserve access to innovation. I previously proposed setting aside I -2% 
of the US commitment to global health for the development of new drugs, diagnostics and 
vaccines, which would pump $100-200 million new dollars into the system for NTD product 
development. Yet, these R&D efforts must not come at the expense of accelerating the success 
of the existing integrated NTD Program at USAID. That approach would undercut the positive 
gains that have resulted from the millions of dollars the United States has invested in NTD 
treatment programs since FY2006, and risk condemning hundreds of millions of the world’s poor 
to lives plagued by NTDs and a loss of economic potential. 

We also need these new vaccines and other countermeasures in preparation for new 
catastrophic NTD outbreaks such as the one that hit West Africa in 2014-15. It is important to 
note that Ebola emerged in Guinea, Liberia, and Sierra Leone, not primarily because it was 
tropical, although maybe that was a component, but instead mostly it was because these countries 
have only recently emerged out of horrific civil wars lasting for years and completely depleting 
their public health infrastructure. I often point out that this link between conflict, post-conflict 
and cataclysmic NTDs is not new. We saw it during the 1970s in Angola and Congo when civil 
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wars there prevented sleeping sickness control measures that resulted in more than 500,000 
people dying from that NTD, also known as African trypanosomiasis (50 times more than the 
recent Ebola epidemic), later in the 1 980s when the civil war in Sudan forced human migrations 
that resulted in 100,000 deaths from an NTD known as kala-azar. In this sense Ebola is V.3.0 of 
a decades’ long history of “conflict linked to contagion ” 

In my role as US Science Envoy I am preparing for V.4.0, which I believe will be horrific 
NTD outbreaks coming out of ISIS occupied Syria and Iraq, or possibly Libya and Yemen. We 
are already beginning to see glimpses of this through resurgence of polio and measles outbreaks 
among refugees spilling across the border into Jordan, Lebanon, and Turkey, as well as 
outbreaks of leishmaniasis, hepatitis, and others. Unfortunately, the Middle East and North 
African region has almost zero capacity for developing new vaccines for these diseases and I am 
working with the U.S, government to look at selected countries such as Morocco, Saudi Arabia, 
and Qatar, to potentially build a facility that resembles our Sabin-Texas Children’s vaccine 
institute in Houston, in order to produce vaccines for NTDs such as leishmaniasis, and also the 
MERS coronavirus. 

Finally, a comment about NTDs in the United States. Last year in the Public Library of 
Science I estimated that 12 million Americans live with at least one NTD. They include 
toxocariasis a larval worm infection linked to deficits in cognitive development that affect almost 
one in five African Americans living in poverty. In a paper I wrote in JAALA Psychiatry I asked 
whether toxocariasis could be partly responsible for the achievement gap noted among 
socioeconomically disadvantaged students. At our National School of Tropical Medicine in 
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Texas we are finding unique modes of transmission of Chagas disease - a parasitic disease that 
causes debilitating and life-threatening heart defects - among hunters and campers in our state. 

A key point is that many, if not most of these NTDs, are not being imported through 
immigration. Instead, we are finding transmission among the poor, especially in the American 
South. We urgently need to better determine the number of Americans at risk for these NTDs, 
through better and more comprehensive surveillance, and also develop improved and point-of- 
care diagnostics, as well as new drugs and vaccines. The U.S. needs a Center of Excellence 
based in the southern United States supported by the U.S. Department of Health and Human 
Services that will specifically address diseases such as Chagas disease and toxocariasis. 

We, therefore, urge support for the re-introduction of H.R. 4847, the End Neglected 
Tropical Disease Act — legislation introduced by Congressman Smith and co-sponsored by Rep. 
Matt Salmon, Rep. Gregory Meeks, and Rep. Hank Johnson in the 1 13"' Congress, which 
addresses both NTDs abroad as well as NTDs emerging in the United States, The NTDs are 
devastating populations living in poverty and conflict everywhere and I appreciate the 
opportunity this Subcommittee has given to speak on this issue. I now look forward to your 
questions. Thank you! 
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Mr. Smith. Dr. Hotez, thank you so very much. And again, many 
of the ideas that you recommended at our last hearing found a 
home in our legislation. 

So I thank you for that guidance that you provided to the com- 
mittee and to the legislation. 

Mr. Kourgialis, please proceed. 

STATEMENT OF MR. NICHOLAS KOURGIALIS, VICE 

PRESIDENT, EYE HEALTH, HELEN KELLER INTERNATIONAL 

Mr. Kourgialis. Mr. Chairman, thank you for the opportunity to 
testify regarding the importance of continued funding for the tJ.S. 
Government’s neglected tropical disease program and to highlight 
the enormous impact that it is having on the health and welfare 
of individuals living in the world’s poorest communities. 

I also want to thank you for your continued commitment to im- 
proving the lives of millions by helping to eliminate or control the 
seven most prevalent NTDs targeted by the U.S. Government. 

Collectively, these parasitic and bacterial diseases blind, dis- 
figure, and disable millions of people in the world’s poorest commu- 
nities and limit their ability to lead healthy and productive lives. 

According to the World Health Organization, NTDs infect more 
than 1 billion people, a sixth of the world’s population including an 
estimated 800 million children who, as a result, suffer from mal- 
nutrition, decreased school enrollment and diminished physical and 
intellectual development. 

Eliminating NTDs can allow millions to climb out of poverty by 
increasing access to education and improving their ability to work. 
Since its inception, the U.S. Government’s NTD program has sup- 
ported the delivery of more than 1 billion treatments to approxi- 
mately 470 million people in 25 countries. 

The impressive reach and impact of the program would not be 
possible without the remarkable public-private partnership with 
the pharmaceutical sector. We commend the U.S. Congress and 
USAID for their global leadership on this issue. 

Co-founded in 1915 by the deaf-blind crusader, Helen Keller, 
Helen Keller International offers programs in 21 countries in Afri- 
ca and Asia as well as the United States. The prevention and treat- 
ment of NTDs is a key organizational priority and one of our most 
important and far-reaching programs. 

HKI has been the recipient of integrated NTD program funding 
from USAID in Burkina Faso, Cameroon, Guinea, Mali, Niger, and 
Sierra Leone. Despite their many challenges, all six countries sup- 
ported by HKI have made significant progress toward global NTD 
control and elimination targets. 

In 2015, HKI will lead a new 5-year project aimed at managing 
morbidity and preventing disability related to trachoma and lym- 
phatic filariasis. 

HKFs approach and strength has been to partner with govern- 
ment ministries to provide technical assistance and support to na- 
tional disease control teams and to build capacity within countries 
with the goal of scaling up and creating sustainable systems of 
care. 

Our ultimate goal is for ministries of health and education to as- 
sume clear ownership over these programs and for national govern- 
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ments to commit the necessary human and financial resources 
needed to achieve control or elimination of the targeted diseases. 

Trachoma offers a valuable example of what can be achieved 
through global cooperation. It also highlights the critical impor- 
tance of continued funding for NTD program implementation ac- 
tivities. 

Trachoma is the leading cause of infectious blindness in the 
world. This bacterial infection is transmitted by flies and through 
physical contact with eye and nose discharge of infected people, 
particularly young children who are often the principal reservoir of 
infection. 

Repeated cycles of infection and inflammation can result in scar- 
ring of the inside of the eyelid, causing it to turn inward so the eye- 
lashes scratch the cornea, ultimately causing blindness through a 
very painful condition called trichiasis. 

To combat trachoma, HKI supports the distribution of antibiotics, 
increased face washing, and the use of latrines to reduce disease 
transmission. Surgery is also provided for those suffering from tri- 
chiasis. 

Several HKI-supported countries have made notable progress in 
reaching specific disease control targets. For example, Burkina 
Faso is on track to stop mass drug administration for trachoma by 
the end of 2016. 

Similarly, in Mali, despite the challenges posed by recent polit- 
ical instability and violence, more than 90 percent of districts that 
require trachoma treatment have been able to stop drug adminis- 
tration. 

The U.S. Government’s support of country-level implementation 
activities is essential to achieving the WHO goal of goal of elimi- 
nating trachoma as a public health problem by 2020. 

Mr. Chairman, in order to sustain the accomplishments of the 
current NTD program I hope that the Congress will restore funding 
in Fiscal Year 2016 to at least the $100 million level provided in 
Fiscal Year 2015. 

I also urge that the focus of the seven targeted diseases be con- 
tinued. Enormous progress has been achieved over the past 8 years 
in combating these diseases. A decrease in USAID funding at this 
critical time would significantly undermine the ability of national 
NTD programs to continue their activities and to reach their con- 
trol and elimination targets. 

I am optimistic that funding levels for NTDs will be restored so 
I will conclude with the words of Helen Keller — “Optimism is the 
faith that leads to achievement. Nothing can be done without hope 
and confidence.” 

Thank you, Mr. Chairman. 

[The prepared statement of Mr. Kourgialis follows:] 
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Mr. Chairman, 

My name is Nick Kourgialis; I am the Vice President for Eye Health Programs at Helen 
Keller International (HKI). Thank you for the opportunity to appear before the Committee this 
afternoon to testify regarding the importance of continued funding for the U.S. government’s 
Neglected Tropical Diseases (NTD) Program, and to highlight the enormous impact that it is 
having on the health and welfare of individuals living in the world’s poorest communities. 1 also 
want to thank you for the Committee’s continued commitment to improving the lives of millions 
by helping to eliminate or control the seven most prevalent NTDs targeted by the U.S. 
government - lymphatic filariasis, onchocerciasis, schistosomiasis, soil transmitted helminths 
(hookworm, roundworm, whipworm), and trachoma. 

Collectively, these parasitic and bacterial diseases blind, disfigure, and disable millions of 
people in the world’s poorest communities, and limit their ability to lead healthy and productive 
lives. According to the World Health Organization (WHO), NTDs infect more than one billion 
people - a sixth of the world’s population - including an estimated 800 million children who, as a 
result, suffer from malnutrition, decreased school enrollment and diminished physical and 
intellectual development. Research has shown that eliminating NTDs can allow millions to 
climb out of poverty, particularly by increasing access to education and improving their ability to 
work. 

Since its inception, the U.S. government’s NTD Program has supported the delivery of 
more than one billion treatments to approximately 470 million people as part of large scale, 
integrated disease control and elimination programs in 25 countries. The impressive reach and 
impact of the program would not be possible without the remarkable public-private partnership 
with the pharmaceutical sector and the donation of over $6 billion worth of NTD drugs by 
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GlaxoSmithKline, Johnson & Johnson, Merck & Co, Inc., Pfizer, Inc. and Merck Serono to 
countries receiving support from the U.S. Agency for International Development (USAID). We 
commend the U.S. Congress and USAID for the leadership that has been demonstrated over the 
past eight years by focusing the attention of the global public health and corporate community on 
this vital public health issue and for their steadfast commitment to achieving the global control 
and elimination targets for these debilitating diseases. 

Helen Keller International currently offers programs in 21 countries in Africa and Asia, 
as well as the United States. Co-founded in 1915 by the deaf-blind crusader Helen Keller, HKT 
is a leading nonprofit organization dedicated to preventing blindness and reducing malnutrition 
worldwide. 

Our programs serve tens of millions of vulnerable people each year. The prevention and 
treatment of NTDs is a key organizational priority, and one of our most important and far- 
reaching programs. HKI’s early work in NTD control dates back to the mid-1950s, supporting 
the elimination of blinding trachoma in Taiwan. 

HKl also played a pivotal role in the development of the SAFE strategy (Surgery for 
trichiasis, Antibiotics to treat infections. Facial cleanliness and Environmental improvement) in 
trachoma control and the Community Directed Treatment with Ivermectin strategy in 
onchocerciasis control. More recently, with USAID funding, HKl has supported integrated 
control activities focusing on all seven targeted NTDs in six countries in Africa. 

HKl has been the recipient of integrated NTD Program funding from USAID in Burkina 


Faso, Cameroon, Guinea, Mali, Niger and Sierra Leone. These funds have provided crucial 
technical, programmatic, and financial support to the Ministries of Health in these countries to 
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develop integrated approaches and to achieve their NTD control and elimination goals for the 
targeted diseases. 

In 201 5, with support from USAID, Helen Keller International will lead a new five-year 
project aimed at managing morbidity and preventing disability related to blinding trachoma and 
lymphatic filariasis in Burkina Faso, Cameroon and Ethiopia. Support for trichiasis and 
hydrocele surgery along with treatment for the painfully swollen limbs caused by lymphatic 
filariasis is critical to the achievement of the elimination criteria for these disabling diseases by 
the WHO designated target date of 2020. Without this support, these countries would not have 
adequate resources to address these needs. 

FlKT’s approach and strength has been to partner with government ministries, particularly 
of Health and Education, to provide technical assistance and support to the national disease 
control teams, and to build capacity within countries with the goal of scaling up and creating 
sustainable systems of care. Throughout this work, HKI emphasizes the ownership of the 
integrated disease control programs by the country and communities themselves. Our ultimate 
goal is for Ministries of Health and Education in the countries in which we work to assume clear 
ownership over these programs. We want to assure that national governments also commit the 
necessary human and financial resources needed to achieve control or elimination of the targeted 
diseases. 

Several HKI supported countries have made notable progress in reaching specific disease 
control targets. For example, in Burkina Faso, fifty two percent of endemic districts have 
already reached the criteria to stop mass treatment for lymphatic filariasis, and eighty three 
percent of endemic districts have stopped treatment for trachoma. Burldna Faso is on track to 
stop mass drug administration (MDA) for lymphatic filariasis in all districts by 2018 and by the 
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end of 2016 for trachoma. Considerable progress has also been made in significantly reducing 
the prevalence of schistosomiasis and soil transmitted helminths. 

Similarly, in Mali, despite the challenges posed by recent political instability and 
violence, more than ninety percent of districts that required trachoma treatment at baseline have 
been able to stop drug administration and significant progress is being made in addressing the 
trichiasis backlog. Due to insecurity in the North of Mali, five out of the six remaining trachoma 
districts have not been able to be assessed to determine if they have reached elimination criteria. 

Trachoma offers a valuable example of what can be achieved through global cooperation. 
Tt also highlights the critical importance of continued funding for NTD program implementation 
activities. Trachoma is the leading infectious cause of blindness in the world. This bacterial 
infection is transmitted through contact with eye and nose discharge of infected people, 
particularly young children who are often the principal reservoir of infection. It is also spread by 
flies which have been in contact with the eyes and noses of infected people. Repeated cycles of 
infection and inflammation can result in scarring of the inside of the eyelid, causing it to turn 
inward so the eyelashes scratch the cornea, ultimately causing corneal opacity and blindness 
through a very painful condition called trichiasis. 

According to the most recent WHO report on NTDs, an estimated 232 million people live 
in areas where trachoma is endemic. More than 21 million people have active trachoma, 7.2 
million require surgery for trichiasis, and 1 .2 million are irreversibly blind. As primary 
caregivers, women are far more likely to be repeatedly infected with trachoma, to develop 
trichiasis, and to lose their sight. 

Many of the key components needed to achieve the elimination of trachoma as a global 
public health problem by 2020 are already in place. 
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• The Global Trachoma Mapping Project, supported by UK government's Department for 
International Development (DFID) and managed by Sightsavers is seeking to complete a 
comprehensive global mapping of trachoma prevalence to guide disease elimination 
efforts. 

• The International Coalition for Trachoma Control has developed critical tools and 
identified best practices that support the implementation of WHO-endorsed SAFE 
strategy. 

• The International Trachoma Initiative, with support from Pfizer, ensures that the 
antibiotic Zithromax ® is provided to countries seeking to achieve trachoma control and 
elimination. 

• The WHO Alliance for the Global Elimination of Blinding Trachoma by 2020 
(GET2020) provides the global advocacy platform and support for country 
implementation of the SAFE strategy. 


The U.S. government’s support of country level implementation activities serves as an 
essential complement to the important commitments outlined above, and is critical to achieving 
the WHO goal of eliminating trachoma as a public health problem by 2020. Despite their many 
challenges, all six countries supported by HKI have made significant progress towards global 
NTD control and elimination targets. Each of these countries has strong National NTD 
Programs with capable and committed staff, as well as dedicated technical partners. A decrease 
in USAID funding for the targeted NTDs at this critical time would significantly undermine the 
ability of the National NTD Programs in these countries to continue their activities and to reach 
their control and elimination targets. 

Furthermore, additional investments in epidemiological assessment and surveillance are 
also required. As criteria for ending drug administration are met for various diseases on a 
district-by-district basis in each of these countries, surveillance systems will need to be put into 
place to ensure that countries are able to identify incident cases or identify recrudescence of 
transmission. This is particularly true along border regions where countries that have made 
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significant progress in achieving their elimination targets are linked to countries where the scale- 
up of drug distribution is far less advanced, and where cross border transmission poses a 
significant risk. 

Mr. Chairman, in your letter inviting me to testify at this hearing you indicated that you 
would like me to address the funding level for Neglected Tropical Diseases included in the 
Administration’s fiscal year 2016 budget request. In fiscal year 2014 and 2015, the Congress 
appropriated $100 million for Neglected Tropical diseases. However, in the fiscal year 2016 
budget request the Administration has only requested funding for NTD’s at a level of $86.5 
million. 

Tn order to sustain the current NTD program, I hope that the Congress will restore 
funding in fiscal year 2016 for the targeted NTD program to at least the level provided in fiscal 
year 2015. T also urge that the emphasis on the seven-targeted NTD diseases be continued. 
Enormous progress has been achieved over the past eight years in combatting these diseases, but 
much work remains to be done during this critical phase when elimination goals are within sight. 

1 am optimistic that funding levels for NTDs will be restored and on that 1 turn to the 
words of our organization’s founder, Helen Keller, “Optimism is the faith that leads to 
achievement. Nothing can be done without hope and confidence." 

I thank the Committee for your ongoing commitment to global health and especially to 
the challenges posed by Neglected Tropical Diseases. 
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Mr. Smith. Thank you so very much for your leadership, for 
those insights as well, and so many lives that have benefitted be- 
cause of your work. 

Just a few questions, if I could, beginning with Dr. Hotez and 
perhaps both of you might want to address this. In your testimony 
you said it is estimated that the annual global funding gap is over 
$220 million per year. 

In the 1980s, I was on this committee and I remember I con- 
tacted WHO and asked them what it would take to make the 
meaningful difference in neglected tropical diseases, and I think we 
just called it tropical diseases then, and I got back a time line, 
numbers and I worked every year to try to get those numbers as 
close as possible both on the authorizing and the appropriation 
side. 

We never actually got there but it was far less than this, I can 
tell you, and I am just wondering if you could for the committee 
and for us, all of us here, break that out either here or by way of 
a written submission. 

You suggested $125 million. Dr. Hotez, as, I guess, our addi- 
tional. You know, we are always constrained by the doable versus 
what really would make all the difference in the world. 

Whatever you could do to provide, I asked Dr. Pablos-Mendez 
earlier. He said 30 million people would be positively impacted and 
said he would get back. The more detailed the better in terms of 
making our case to the leadership and to the appropriators on this 
because it seems to me, again, the sustainable development goals — 
post-2015 their goal is to eliminate it by 2030. 

Talk of 2020 is always in the mix. For the person dying or suf- 
fering from this they want it now, as we all know. So if you could 
speak to that, if you would. Yes? 

Dr. Hotez. Thank you, and I appreciate that question. I guess 
just to give it some perspective let us remember the budget of 
PEPFAR is around the order of $8 billion a year so we are talking 
about $25 million. 

Remember what you get for that $25 million. This package we 
helped design is 50 cents a person per year. It is probably the sin- 
gle most cost effective public health control measure out there. 

I mean, where else are you going to treat 50 million people for 
$25 million? Maybe it won’t get quite to 50 but those are the num- 
bers we are talking about. 

And so, when we — the neglected tropical disease people are al- 
ways grateful for any crumbs that anyone can throw at us and so 
we think $25 million is a very modest amount but look what you 
get for it. So USAID is currently operating in more than two dozen 
countries. 

We have the opportunity to take on a whole additional country 
with that, just to give you a perspective on what that money can 
do. 

Mr. Smith. I thank you for that. 

Mr. Kourgialis, would you want to speak to that? 

Mr. Kourgialis. Certainly, the needs for services far exceed the 
available resources. So any additional resources that can be 
brought to bear would be very valuable. 
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Mr. Smith. You spoke, Mr. Kourgialis, very, I think, eloquently 
about the importance of pushing ownership. I am sure. Dr. Hotez, 
you believe the same thing, as does USAID. 

How receptive have you found the ministries of health and polit- 
ical leaders to say we do want to take this over and more of our 
resources are going to be devoted to ending neglected tropical dis- 
eases? 

Mr. Kourgialis. I can only speak to the countries in which we 
work. But, certainly, we couldn’t do our work without the support 
of the ministries. They are a critical player in all this and we must 
have their cooperation and support in order to conduct any activi- 
ties at this scale. 

We are functioning at a national scale. We face enormous chal- 
lenges in reaching people at the end of the road, these are the poor- 
est of the poor. Without the ministries’ support that wouldn’t be 
possible. 

So it is critical and in most of the countries the support is. They 
certainly see the effect that these diseases have on their popu- 
lations. They want to address that. 

The support is there on the part of the global community at this 
point on a very broad scale. So I think they are taking advantage 
of that opportunity, accomplishing it as much as they can with the 
resources that are available. 

Dr. Hotez. Yes, I would agree with that and just to say that be- 
cause the packages of medicines are so low cost — 50 cents a person 
per year — a Minister of Health and a Minister of Finance for a 
country can look at that and say yes, we can do this — we can help 
with this. 

So, for instance, Burkina Faso, when I last looked was paying for 
69 percent of its NTD bill. So and as opposed to something like 
PEPFAR where you are talking about hundreds of dollars a person 
to put a person on anti-retro viral drugs for a year, this is 50 cents. 

So it is not so daunting for a lot of these disease-endemic coun- 
tries to help take this on and assume a lot of ownership. 

Mr. Smith. Can I ask you. Dr. Hotez, how receptive has USAID 
and the PEPFAR program leaders, especially the czar, been to your 
recommendation that it be integrated — the neglected tropical dis- 
eases component — to the PEPFAR fight? 

Dr. Hotez. Well, I have not approached PEPFAR recently. The 
last time I approached PEPFAR Ambassador Goosby was still in 
charge and, you know, in principle they thought it was a great idea 
but there was — there was just too much inertia to make it happen. 

So I haven’t had the opportunity to meet with the new Global 
AIDS Coordinator to discuss it. You know, we have had this con- 
versation with Mark Dybul, head of the Global Fund, and there 
was some initial push back. 

But then we understood that Mark Dybul was visiting the schis- 
tosomiasis people at WHO. So maybe we are getting some move- 
ment. 

Mr. Smith. I was there when you had that phone call. 

Dr. Hotez. Yes. 

Mr. Smith. Your very persuasive case. As you know, we did in- 
clude in the bill that kind of direction to integrate into work in a 
partnership. So thank you. 
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You mentioned NTD vaccines for hookworm and for schistoso- 
miasis there at the clinical testing level in Brazil, Gabon, and 
United States. How soon before something might be available? 

Dr. Hotez. So we are in the phase one testing now for safety and 
immunogenicity and now we are going to be moving to look at the 
efficacy. 

So I am hoping within 5 years we will be able to be well ad- 
vanced on the way, and the idea behind it is the package of medi- 
cines has been great for eliminating lymphatic filariasis and tra- 
choma. 

The problem was that for hookworm and schistosomiasis they 
keep coming back. So they knock down the bioburden, there tends 
to be reinfection and that is the idea behind the vaccine. Thank 
you for that question. 

Mr. Smith. Quick, the issue that you have raised repeatedly 
about the consequences of war and you did it in your testimony and 
I did ask our previous witness about that, could you elaborate on 
that? 

I mean, you just came back from a visit some weeks ago to the 
Middle East. 

Dr. Hotez. Yes. I don’t have to tell this committee the situation 
in the Middle East is dire with an ever expanding territory now 
over four countries — Syria, Iraq, Libya, and Yemen — and the first 
thing that happens, of course, is all public health control measures 
pretty much stop. 

All access to medicine stops, and my point in my testimony was 
that when we have seen this before where, again, calling them 
tropical diseases it is a bit of a misnomer. 

They are diseases of poverty and disease of poverty in conflict. 
So you bring in those social forces of poverty conflict and with it 
comes human migrations, trafficking of animals, which transmit 
zoonotic diseases, deforestation. 

All of these create the perfect storm to allow a catastrophic ne- 
glected tropical disease. That is why Ebola arose in west Africa, 
and from my point of view in my role as dean of National School 
of Tropical Medicine all those same forces are in place now in ISIS- 
occupied zones and therefore we need to be ready. 

Mr. Smith. Before going to Mr. Clawson, just let me conclude by 
quoting from your testimony, I don’t know if you said this orally 
but it bears repeating if you did. 

Dr. Hotez, you said, “NTDs continue to represent our nation’s 
most glaring and ignored health disparity issue” and I think they 
are called neglected tropical diseases for a reason. The “neglected” 
has to fall out of that phrase. 

Mr. Clawson? 

Mr. Clawson. Well, I am thinking about everything you are say- 
ing. Most of the time you are saying it and I am tapping my foot 
but once in a while I am not understanding exactly. 

So since none of my colleagues showed up I guess I get to ask 
you some more questions and I appreciate you all’s patience. I be- 
lieve in a strong military because it creates leverage. 

But I wish our country was more judicious in where we send 
bombs because it feels like bad wars create bad outcomes, one of 
which I hear you saying is not just the bombs killing people but 
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far more people probably die from the secondary unintended im- 
pacts of refugee camps whether they are in Kurdistan, or on the 
Thai-Cambodian border 30 years ago. 

Am I hearing you right on that? Is that right? 

Dr. Hotez. That is correct. I call it the link conflict and con- 
tagion and but it is conflict in the areas where we have had a lot 
of intense poverty for years as well. Those two forces combined are 
synergistic to create this. 

Mr. Clawson. So it is odd to me, really, that therefore that given 
that the Ebola thing also rose out of conflict, which wasn’t nearly 
as bad as some other countries in central Africa, right, that when 
we speak about ISIS and our own propensity to go to war that we 
don’t talk enough about this outcome. Am I right about that? 

Dr. Hotez. That is right. It is not a sexy topic and it just doesn’t 
get a lot of time either in the news media or elsewhere. 

But it is — and it is something that not a lot of people appreciate 
that there is this link between conflict and disease. And so it is 
something we need to create better awareness of because remem- 
ber, we are not talking small numbers. 

Five hundred thousand people died of sleeping sickness as a con- 
sequence of the wars in Angola and the Democratic Republic of the 
Congo, and that is a lowball estimate. 

Mr. Clawson. I don’t think you are going to venture to predict 
how many people could die in the Middle East because of disease 
as a result of war? I am not trying to get 

Dr. Hotez. Right. Right. 

Mr. Clawson [continuing]. Make you get wet here but I am — 
what is your worst case scenario? 

Dr. Hotez. Well, it is a two-step process because the first step 
is you have to accurately predict what the diseases are going to be 
and so some of them are not even lethal diseases, like cutaneous 
leishmaniasis is disfiguring, it is ruining people’s lives but it is not 
killing. 

But something like — I am worried about MERS — the Middle 
Eastern Respiratory Syndrome corona virus — that we know it is a 
high rate of mortality. 

You add it to the mix of conflict and animal trafficking and the 
numbers could go very high. And so the point is we need to be 
flexible in being ready to make vaccines for these diseases. 

Mr. Clawson. Could I have another minute. Chairman? Is that 
all right? Okay. Thank you for your patience. 

Mr. Smith. Sure. 

Mr. Clawson. So let us change gears a little bit. That is all new 
learning for me so it is on the shelf and I plan to think about it 
in my duties in Foreign Affairs Committee as well as Homeland Se- 
curity. 

Dr. Hotez. Great. Thank you for that. 

Mr. Clawson. Well, I am pretty new around here so I wouldn’t 
overrate that. So somebody gets off a plane. He has got 
chikungunya or dengue fever. The emergency room goes through 
their checklist. 

They think about malaria because they know he came from a 
tropical country. They think about influenza. They probably don’t 
think about dengue fever or chikungunya, even in a very good din- 
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ic, even though the person has got a high fever and is coming from 
one of those infected countries. Am I right or wrong about that? 

Dr. Hotez. Well, we can actually prove you are right because we 
did this exercise. Kristy Murray, who is a faculty member in our 
National School of Tropical Medicine, found that dengue, when she 
did this through retrospective records, emerged in Houston, which 
has got a pretty good medical center, which I am from, one of the 
best health care facilities in the world, dengue emerged in 2003 
with an epidemic, again, from people who never left Houston — peo- 
ple who have been living there the whole time, and it occurred 
again in 2004 and 2005. Not a single case was diagnosed by a phy- 
sician. 

Mr. Clawson. So then the conclusions that I am drawing from 
everything I have heard so far today are 

Dr. Hotez. Which, by the way, is the reason why we have now 
created a unique certificate program — a diploma in tropical medi- 
cine, an 8-week concentrated course that we are now giving to phy- 
sicians, medical students, residents to actually teach them how to 
recognize these diseases. 

Mr. Clawson. And what percentage of doctors in the Gulf Coast 
states that you have talked about earlier have had that course? 

Dr. Hotez. Well, we have probably graduated about six classes 
with maybe 20 physicians each. So it is a small number — a very 
small number. 

Mr. Clawson. So right now on vaccines, mosquito nets and not 
letting the water pool up and our diagnosis is about 20 doctors that 
know enough to have an idea what they are seeing. I don’t want 
to overstate the negative but tell me if I am 

Dr. Hotez. No, I think you are reading between the lines of my 
testimony which is that it is not clear to me that we have adequate 
public health preparedness for neglected tropical diseases affecting 
the Southern part of the United States. 

We need to step it up and part of the problem is we are not 
even — we are doing almost nothing in regard to active surveillance 
of many of these diseases. Dengue may actually be an exception be- 
cause there is a dengue branch of the Centers for Disease Control 
based in Puerto Rico. 

But, certainly, for the other diseases, I mean, again, they mimic 
other conditions. So Chagas disease mimics heart disease or 
toxocariasis 

Mr. Clawson. Nonspecific symptoms? 

Dr. Hotez. Right. So unless you are actively looking for it and 
going into the affected communities, you are going to miss it. 

Mr. Clawson. I got it. I guess I would then draw the conclusions 
that as — to the chairman’s point, as we see the funding for appro- 
priations, given that I am from a Gulf state I am going to be inter- 
ested in how much prevention and how much diagnosis is going to 
be a part of the program. 

Dr. Hotez. Yes. I mean, the key, from my perspective, is we have 
to figure out how to walk and chew gum at the same time because 
USAID has now launched this mass treatment program, which in 
my estimate is one of the most effective and most cost effective 
public health control programs out there globally. 
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But and so we need to keep that going, even increase it. But at 
the same time we have got to pay attention to our neglected popu- 
lations here in the Southern part of the United States. 

Mr. Clawson. And then I guess my final point is a little bit from 
left field, as Mr. Meadows might have said. At some point, our em- 
ployers have got to understand this, too. 

I mean, if I was operating a resort in southern Florida I would 
want to know a little bit about dengue fever. Am I missing some- 
thing or would you agree with that? 

Dr. Hotez. Yes. We will certainly know it if we see chikungunya 
hit the Southern part of the United States. Dengue is a febrile ill- 
ness. 

It could mimic other diseases even though it is called break bone 
fever. Chikungunya can cause excruciating joint symptoms and 
that is going to be a show stopper if and when it hits over the sum- 
mer. 

Mr. Clawson. Well, then my main message is we need to win. 

Dr. Hotez. We sure do. 

Mr. Clawson. Okay. Anything I can do to help you all let me 
know. 

Dr. Hotez. Thank you. I do appreciate it. 

Mr. Clawson. Thanks for your patience with all of these ques- 
tions. 

Dr. Hotez. Great questions. Thank you. 

Mr. Smith. So thank you very much. I will just conclude with a 
couple of final questions. The surgeries that sometimes are re- 
quired how often do they occur? When medicines are not up to the 
task? 

Mr. Kourgialis. Trichiasis surgery — can you clarify your ques- 
tion? In terms of how frequently they 

Mr. Smith. Yes, do they get — do individuals get the surgeries? I 
think — did you have the 4 million number? 

Mr. Kourgialis. Okay. There is a considerable trichiasis backlog 
though it is being addressed now. Certainly, the recent USAID 
grant will help to address that in a significant way in many of the 
countries where we work. 

Certainly, there is a broader commitment on the part of the glob- 
al community to address morbidity management. A lot of resources 
have been invested in preventative chemotherapy and distribution 
of drugs. 

But dealing with the later consequences of diseases, both for lym- 
phatic filariasis and for trichiasis, there haven’t been the com- 
parable investments made in the past. But they are being made 
now and a lot of progress is being made as we speak. 

But, certainly, it is going to take some time to address that back- 
log. It has been a longstanding commitment of Helen Keller Inter- 
national to address this need and it is something that the global 
community has committed to do, too. 

In order to achieve the elimination criteria that WHO has set, 
these issues have to be addressed: Hydrocele, lymphedema man- 
agement, and trichiasis. So that is why this investment is being 
pushed in order to achieve these elimination targets. 



50 


Mr. Smith. Thank you. Finally, in his statement, Dr. Pahlos- 
Mendez mentioned that there are 800 million people who still need 
treatment. 

Does that comport with your estimations as well? And it seems 
when we are talking about this, it is almost like money that falls 
off the table in terms of magnitude versus what we could be doing. 

A $25-million increase from the current levels at a time when a 
cut was recommended is not all that much money when you have 
such an overwhelming pool of people not getting the help they 
need. 

Dr. Hotez. So that is based on WHO. I believe that number is 
based on WHO estimates. They just came out with new numbers 
this month which says that 1.7 billion people require treatment for 
neglected tropical diseases on our planet, which is somewhere be- 
tween a little more than the number of people that live on no 
money in the world, that live less than the World Bank poverty fig- 
ure of a $1.25 a day. 

We got a few people living on less than $2 a day who also have 
that problem. Of that I think it was 1.7 billion there are about 717 
million people who have received access to essential medicine. 

It is pretty good and a pretty amazing program. But that still 
leaves a gap and, of course, the United States cannot be expected 
to do all of this. 

We need the United Kingdom, of course, to continue their com- 
mitments. Also, some of the disease-endemic countries can do more 
than they are doing. 

So our global network for neglected tropical diseases, which is 
headed by Neeraj Mistry, is going into some of the wealthier 
emerging economies to say, you have got to step up also and do bet- 
ter at treating your own NTDs. 

So he is leading efforts in India for this purpose, in Nigeria for 
this purpose. These guys should be able to support their own NTDs 
and I think that is going to be a big step forward as well. 

And then Neeraj, which Michelle Brooks, who is with me here 
today, is also working on the German Government to start stepping 
up. We need to have some of the other European countries step up 
as well. 

So the whole point is the United States should not be going alone 
on this. Other countries need to weigh in as well. 

Mr. Smith. Section 202 of our new bill would require a report on 
neglected tropical diseases in the U.S. To your knowledge, has that 
been done before? 

And secondly, the Centers of Excellence idea, the establishment 
of such a center — how much do you think that would cost? You 
know, do you have any kind of ballpark estimate of what such a 
center would require in terms of appropriation? 

And when you spoke earlier about when we get a blood test — 
that box and having to check the box — do you perceive that that 
is something that might emanate out of these centers — that the 
unmet need would be or the lack of surveillance on an individual 
basis would manifest and they would say, this is what we need to 
do now? 

Dr. Hotez. It does. Congressman, and we are looking at what we 
are doing here in Houston as a model for what needs to be done. 
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So we are focusing on developing new diagnostics and new vac- 
cines. 

I think the key point of having a Center of Excellence is not only 
on the surveillance component but you want to see tangible 
deliverables. We need products for this and they are going to have 
to come out of the public’s — of the nonprofit sector jointly with 
pharma. 

But we can’t count on pharma alone to do this. In terms of level 
of funding, it depends on the extent of the deliverables. 

I think it is unrealistic to expect anything more than $3 million 
or $4 million a year at most and probably less than that. 

Mr. Smith. Mr. Clawson, anything before we conclude? 

Anything you would like to add before we conclude the hearing, 
either of you? 

Mr. Kourgialis. Thank you. 

Dr. Hotez. No, again, thank you for this opportunity. 

Mr. Smith. Oh, thank you. One of the things we do with this 
committee is that we do take information and it is all about what 
is actionable, and we will follow up and use what you have pro- 
vided as effectively as we can. 

So I thank you for your leadership but also for sharing your valu- 
able time with the subcommittee to make your very, very valid 
points and to give guidance on these issues. 

Dr. Hotez. Congressman, thank you for your leadership and 
yours. Congressman Clawson, as well. Thank you. 

Mr. Smith. Thank you. 

The hearing is adjourned. 

[Whereupon, at 4:06 p.m., the committee was adjourned.] 




APPENDIX 


Material Submitted for the Record 


(53) 



54 


SUBCOMMITTEE HEARING NOTICE 
COMMITTEE ON FOREIGN AFFAIRS 

U.S. HOUSE OF REPRESENTATIVES 
WASHINGTON, DC 205 1 5-6 1 28 

Subcommittee on Africa, Global Health, Global Human Rights, and International 

Organizations 

Christopher H. Smith (R-NJ), Chairman 
April 15, 2015 

TO: MEMBERS OF THE COMMITTEE ON FOREIGN AFFAIRS 

You are respectfully requested to attend an OPEN hearing of the Committee on Foreign 
Affairs, to be held by the Subcommittee on Africa, Global Health, Global Human Rights, and 
International Organizations in Room 2172 of the Rayburn House Office Building (and available 
live on the Committee website at http://www.ForeienAffairs.house.eov ~): 

Wednesday, April 15, 2015 

2:30 p.m. 

The Continuing Threat of Neglected Tropical Diseases 
Panel 1 

Ariel Pablos-Mendez, M.D. 

Assistant Administrator 
Bureau for Global Health 
U.S, Agency for International Development 

Panel II 

Peter J. Hotez, M.D. 

President 

Sabin Vaccine Institute 

Mr. Nicholas Kourgialis 
Vice President, Eye Health 
Helen Keller International 

By Direction of the Chairman 

The C.ommiHee on Foreign AJJairs seeks to make Us /acililies accessible to persons xi ilh Jisahi/ilies. If you are in need oj' special 
accommodations, please call 202/225-f<02! at least four business days in advaruce of the event, whenever practicable. Questions vw tli regard to 
special accommodations in general (including avculabtllty of Committee mccterials in alternatiw- formats and assistive listening devices! may be 
directed to ihe Commillee. 


DATE: 

TIME: 

SUBJECT: 

WITNESSES: 



55 


COMMITTEE ON EORETGN AFFAIRS 


MINT ITES OF SUBCOMMITTEE ON Global Health, GhbalHmmn Jiigfils, and hilcnialioml Orgmdzadam JfEARTNG 

Da y Wednesday Date Aprii 15, 2015 R oo m 2172 Rayburn HOB 
Starting Time 2:^2 p.m. Ending Time 4:06 p.m. ■ 


Recesses i 0 


_)( 


J( 


-)( 


_) 


Presiding iVlember(s) 
Rep, Chris Smith 


Check all of the following that apply: 

Open Session [7] Eiecti'onically Recorded (tajied) f/l 

Executive (closed) Session CZI Sfenngi*apiiie Record [/] 

Televised f/l 

TITLE Ob' HEARING: 

The Continuing Threat of Neglected Tropical Diseases 


SUBCOMMITTEE MEMBERS PRESENT: 
Rep> Curl Clawson, Rep, Murk Meadows 


NON-SUBCOMMITTEE MEMBERS PRESENT: (Mark with an * if they are not members of full vommillee.) 


HEARING WTTNF.SSEvS: Same as meeting notice attached? Yes No 
(If ‘'no please list below and Include title, agency, department, or organizatJolh) 


ST'A'TEMENTS FOR THE RECORD: (List any statements submitted for the record.) 
Questions for the record from Rep. Chris Smith 

Article by Dr. Peter Hotez, submitted for the record hy Rep. Chris Smith 


TIME SCHEDULED TO RECONVENE 
or 

TIME ADJOimNED 4:06p.m. 



Subcoimninee StalT Director 






56 


Questions for the Record of the 
Honorable Christopher H. Smith 


Africa, Global Health, Global Human Rights, and 
International Organizations Subcommittee hearing. 
Committee on Foreign Affairs, 

U.S. House of Representatives (#1) 

“The Continuing Threat of Neglected Tropical Diseases” 

April 15, 2015 


Question : 

You have testified about the success of USAID’s NTD program and stated that “the 
elimination of these diseases of extreme poverty as a public health scourge is within our 
grasp.” However, the drastic cut in NTD funding in the Administration’s FY 2016 
budget proposal would seem to undercut any prediction of continued success. What is 
being planned to cope with this reduction in funding? 

Answer : 

The Administration’s FY 2016 budget request for USAID’s Neglected Tropical 
Disease (NTD) program reflects difficult choices amongst competing budgetary 
demands. We are confident that with the funding to be provided in FY 2016, USAID's 
NTD program will continue making great strides in helping the world’s most vulnerable 
people move from dependency to self-sufficiency and on the way to ending diseases of 
extreme poverty. 

USAID’s NTD program is the largest public-private partnership collaboration in 
USAID’s 50-year history, contributing to the goal of: 

• eliminating of onchocerciasis in the Americas by 2016; 

• eliminating of lymphatic filariasis globally by 2020; and 

• eliminating of blinding trachoma globally by 2020. 

Over the past seven years, the U.S. Government has leveraged $8.8 billion in 
donated medicines, resulting in the delivery of more than 1 .2 billion treatments to 
approximately 554 million people, cumulatively. 
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Questions for the Record of the 
Honorable Christopher H. Smith 


Africa, Global Health, Global Human Rights, and 
International Organizations Subcommittee hearing. 
Committee on Foreign Affairs, 

U.S. House of Representatives (#2) 

“The Continuing Threat of Neglected Tropical Diseases” 
April 15,2015 


Oiiestion : 

In addition to the proposed 17% reduction in NTD funding, the global health security 
budget is being recommended for a 31% cut. Is the emergency funding created for the 
Ebola pandemic being counted on to meet the needs for other potential pandemics in this 
fiscal year and the next? 

Answer : 

The Ebola emergency supplemental appropriation that Congress included in the 
FY 2015 appropriations focused on getting to zero cases, aiding recovery from the 
devastating effects of Ebola, and establishing the capacity to prevent, detect, and respond 
to future Ebola outbreaks and similar threats in the region. Congress' decisive action in 
appropriating the needed funds allowed our nation to be a leader in an aggressive 
international response that has yielded impressive results, as demonstrated by the 
dramatic decline in new cases across the three primary Ebola-affected countries in West 
Africa. 

The Administration’s FY 2016 request of $50 million for the Global FTealth 
Security in Development program (formerly known as Pandemic Influenza and Other 
Emerging Threats) is a straight line from the FY 2015 request and will allow USAID to 
implement the Global Health Security Agenda beyond the Ebola response in affected 
regions. This will reduce the risks to Americans through the establishment of capacity 
for vulnerable countries to prevent disease outbreaks, provide early detection 
(particularly before viruses transition from animals hosts to humans), and respond before 
they become epidemics that threaten our national security. This includes urgent needs to 
monitor for viruses in animals that could be future threats; understand where risk of 
emergence of new public health threats is greatest; provide equipment and training 
needed to test patients and report data in real-time; establish safe and secure laboratory 
capacity; develop and prepare a trained workforce to track and end outbreaks; and 
develop risk-mitigation strategies. These activities are essential for global health security 
beyond Ebola - to stop future infectious disease outbreaks early to reduce the negative 
health, economic, social, and development impacts. 
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Questions for the Record of the 
Honorable Christopher H. Smith 


Africa, Global Health, Global Human Rights, and 
International Organizations Subcommittee hearing. 
Committee on Foreign Affairs, 

U.S. House of Representatives (#3) 

“The Continuing Threat of Neglected Tropical Diseases” 
April 15,2015 


Oiiestion : 

U.S. Government NTD programming is dependent, as you describe it, on the donation of 
drugs by pharmaceutical companies. What is being done or what should be done to 
encourage the continuation or even expansion of such donations? 

Answer : 

The current drug companies supporting the USAID Neglected Tropical Disease 
(NTD) Program have been expanding their donation programs for decades. The Merck 
Co. Inc. and GSK drug donations for onchocerciasis and lymphatic filariasis are the two 
longest programs dating back to 1987 and 1998, respectively. Both companies have 
expanded their programs to incorporate other diseases. Merck expanded from supporting 
onchocerciasis to lymphatic filariasis and GSK added soil -transmitted helminths to their 
original lymphatic filariasis donation of albendazole. In addition, other companies have 
joined the NTD donation efforts and have continued to meet commitments and expand 
output in line with country-level demands. This commitment was restated publically at 
the London Declaration on NTDs in 2012. 

The pharmaceutical sector has consistently taken the position that for the donation 
programs to continue, country programs need to be in a position to use the regular supply 
of donated medicines, which includes having sufficient funding to implement Mass Drug 
Administration, conduct monitoring and evaluation, and improve human and physical 
infrastructure - all in a coordinated effort to achieve control and elimination. When the 
countries are in a position to use donated medicines, the industry donation supplies have 
been made available. The table below shows the dramatic increase in the drug donations 
through Merck and GSK as a result of the increased funding to distribute drugs provided 
by the U.S. Government since 2006. 
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Yearty Drug Donations for 
Programs Targeting the NTDs 



Data courtesy of the Taskforce for Global Health, Secretariat for the Merck and GSKdrug donation pre^ams. 
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1 }ui ninmi ihiil /in.f.i li/i.' unurr^I 

in Houston. Texas the fiist inajni United States 
cify in modem times aith autochthonous dengue 
adds to precious ecidence indicating that the Gulf 
Coast of the Southern US is under inciiosing 
threat fim diseases thought pnviouslj to gfieci 
(inh (hvduping roimttie.w 

Jixtrcnic povcny tmd a warm. tropiciU 
climale arr ilir Iwn ititi'l [iDieni 
[:)r()in!)l.illj> flip elKleinic.ifv nf Ilifjrleclrtl 
tropical disttastts in Airica, Asia, and Latin 
Amttrica. Now, these stmie tbrttcs tire ;U>o 
widely prevsUent in the tive states ot' the 
T.'S Gulf Coast— TexH.s, r.ouisiarvi, Mis- 
cinsiiipi, Alaliii.iiiii, ami Florii.la, ^Tigiii'i' T;. 
Poverty is rampant; ten million Gulf Cioast 
residents currently live below the US 
poverty line, with Mississippi topping tlie 
list of iUl states in tenns of percenutge of 
people who live in poverty (22%) [l|. 
Texas alone liiis almost five milfiini poor 
people fll- or panieulat- eoiieent is the 
level of exireme poveny deroiefl as less 
than one-half of tht; icdcrtil poverty 
litvel — in thi: region, esixcially among 
miiiot iiieH. Oik- 'in ten lilaek ehildnoi 
living ill T.oiiisiana, ami Mississippi live in 
such near-developing-nation-level condi- 
tions [2], Superimposed on this pervasive 
extreme poverty are frequent ancl periodic 
exposures to climate and environmental 
hazards, including hurricanes, tloods. 
droughts, and oil spills which in 

some cases can fordier exac.echale rinan- 
ciiil liardshiiis in the region. Tlios, (oilav 
the Gulf Coiist is currently considered 
Amiiricifs most stilncrable and impover- 
ished region 

One ot us (PIH.) previously noted in 
2111 1 how n!-gh.;ci(.iil (topical diseases could 
laocrgr: in this mixing bowl of povcriy 
and hardship in the Gulf (Table 1; [6], j\t 
that time, the key factors linking poverty 
with disease on the Gulf Coast included 
housing with inadequate or absent plumb- 
ing. air conditioning, and/or window 
serrens, and ii was pivdicieil ihnl dir 
rrgion fners imminrni ihreals frum den- 
giir frvrraiid oi her \ rcloi’-liornr iropical 
infections [6J. Now, a lutw retrospective 
study of almost 1,000 sera samples has 


revealed dial Houston, Texas, sulTeresI 
from a sisisonal outbreak of dengue fever 
caused by dengue viri^ - (DENV-2; 
from May until Sqjtcmber of 2003, with 
transmission (by Aaks mosquitoes; also 
occtirring in the two subsequent years 
|7|. No information beyond this period is 
available, so it remains a |xissil>iliiy (hat 
drngne emeiyred prior to 201)3 and might 
still tie causing seasonal epidemics. More- 
over, it w-a> also reported that in 2001— 
2l)0r> an outbreak of DENV-2 dengue 
frver iK-ciin wl in Ciuneron Couniy. more 
than 3t)l) miles to ihc souih on ihc Texas 
Gulf Coast p,9]. Additional news rt^u ts 
indicate that dengue returned to Cameron 
and Hidalgo Counties late in 201 3. In both 
the Houston tmd South Texas outbrciiks. 
the poorest comrattnitics were most attcct- 
rd [7 !)], 

In light of the locally acquired cases 
of dengue lever caused bv DENY- 1 in 
Horidii' in 2009-2010 [lOJ. iui added 
concern is wlieihrr the phenomenon of 
viral immune enhancemenl dial could 
result from the prc-^nce of twAi ditferent 
dengue serotype,s ijncvious e^^oslu:e to 
one serotype liillowed by infections with 
a dilTcirni sen)ly)>e) on llic Gulf could 
plai c popiilal.ions IMng there at I'ui.utx: risk 
for dengue's most serious complications; 
severe dengue and dengue shtx:k 
syndrome. 

Beyond dengue, Texas previously sol- 
fered from regular St. T.ouis encephalitis 
summer outbreaks [1 1] and currently h.as 
had the largest number of cases of West 
Nile virus iWNVy infiixtticin (transmitted 


by CiJex mosiiLiilDt-y: of any siale, with 
peiuulie spikes in llu; niimlier nf t.asi> 
oecuriing at tiiree-year inteivals [12]. 
Possilily unique to WNA' strains in Texas 
[13] is tlie obsen-ation that chronic 
persistent inlcction and prolonged immu- 
noglobuliu M (IgM: seropositivitv is a 
common iK-euirenc.r and is ussociii.iril willi 
SKVPial ma|or rlmical srqurkir [14], in- 
cluding depressjon [L’i] ancl ehronie kid- 
ne\' di--case associated with timna [16J, 

Thf US Gulf Coast is also consiilrrril 
vulner.ililr lo llir iniroiliictioii ufCliikun- 
gimya lever, an iilphavirus inlectioii trans- 
mitted by Aedcs moscjuitoes that iJinic:<Uly 
resembles dengue, with the possibility of 
ys-iU'-rooiui U'iinsmission in die watm Gulf 
climate (I7|, Still another m()S!|uili)-tra,ns- 
mitted viral infection Venezuelan equine 
enc,cphalitis iVEEj spread rapidly from 
Guatemala and into Gulf coastal regions 
of Mexico iind South 1 exas during the late 
1960s and early 197Gs, resulting in the 
deaths of l.filiO horses a.iid several hun- 
dred human illnes.ses on tlie US side [18]. 
The VEE virus continues to acth'ely 
circulate in areas of Mexico bordering 
the US [13J. 

Tiiiporlanl neglecied hucieriul infeclimis 
also stand <iut. Both murine and epidemic 
t\phus have emerged among the homeless 
in HoiHton [19], Vibrit} mlnificu.! is a gram- 

al hahilaisofdic not them Golf oC Mexico, 
where ir h.i.s heeonie an imporTa.nt oppor- 
lunisiic pathogen that can cause serious 
wound infections and primary septicemia, 
among individuals who com<; into contact 
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Figure 1. Gulf Coast of the US (origirtal prepared by Nathaniel Wolf). 
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with scawaior or contaminated seafotKl 

[ 20 ]. 

Among the parasitic infections now 
considered widespread, in the Gitlf (.arast, 
trichomonijibis was shown to be the 
leading se.KusUly transmitted infection and 
an important c:.ofaotor in the HIV /AIDS 
epidemic in Nets' Orletins, Louijhtna 
[6,21]. Hu mill 1 ii.iil.ix.liilionaus Clragii'. 
disease transmission has iieen confirmed 
ill Texas i'jncl I.ouisiaiiii [6,22,2:1]. Ciuune 
Cliagiis lias i'ilsi.) Ix'i'ii faund in i.linw siiUi.'.s. 
A rcsient ccanoink; mialysis rcvruls ihai 
Cliii.giis ilisi.'i'isc incurs almosi. !|j9l)() inillion 
in costs in i.lic US [24], alllioiigli (hr 
pi.ac.cnlagc of tlicsi.: cosi.s (lir llic. (iull 
region lias not been s[.K.Tilii.:il. Similiuly, 
toxocariitsis, a soil-transmitted helminthic. 


zoonosis, disproponionatcK' occun. in the 
South, affectin.g as many as one in five 
iiiin-Hisiianic lilac.ks and linked to low 
cdiicaiion Ics-vis and cogtiitivv delays f2o], 
hill ii-s pn'valcncc in the (iuK'is not known. 

To d<«e, the major social determinants 
of the nesietied tropical diseases are 
poverty and also race or ethnicietc The 
ai luiil hioiiietlical underpinnings for (Jiese 
connections are poorh- understood, al- 
ihoiigli, willi respect lo |«ven.y, in some 
eases ]>oor housing may incioasc exposun; 
in nii'.dically relctani vcc.lors while la»k 
of saniiaiion and access lo clean water 
in impoverished an.-as well as la»k 
of access to healih caa', would ruriher 
promote disease. Ihcse diseases also 
disproportionately otc-ur among iion-Hiv 


panic blacks and Hispanics, but this 
rclatioirship may also be based mosdy on 
links lo |X)veiiy. 

Still anorlier observation is the associa- 
tion lietvveen some of these neglected 
tropical diseases and raatemiU ;uid child 
health, linens are an estimated 10,000 
pnrgnanr Noilh Amciican women who arc 
Trypmtosmta cruzi scropositiw; and at risk of 
traiismiuiog ihe jiarasile In ilieir lialiir^ 
r2li1. Thus, ihere is an utgrnl need 

Chagas disea.se anil In evaluaie llie need 
for sereeiiiiig and irealmenl. Dengue in 
pregnanev Ls ;dso increasingly recognized 
for its iissociacioiis with increased risks 
of postpartum hemorrhage and preterm 
birih [27]. 

.Soiof- of ihi: uigi-ni needs in addressing 
Hu- Iieglecied Ifopiia.l diseases in ihe 
Gulf have been summarized previously 
and include specific recommendations 
for greatly expanded disease suiveillance 
and studies to determine exactly how 
these diseases arc transmitted [S,28,,29J. 
Cairrcndy. such studies arc not being 
actively pmsued across dte Gulf region 
tor any major neglected tropictU disease. 
M(is<|ui(o conirol prograins are ofieii 
well organized, liui. there is a need i.o 
Seriously invfwiigai.e diTereni cnni.rul slrai.- 
egirs for veCKir-bonw diseases in otiler i.o 
reduce s'cetor populations and host expo- 
stue [17J. hor many neglected tropietd 
diseases, diagnostic tests are cumbersome 
or not widely av-ailable. There is a severe 
lack of physician awareness about how 


Tabla 1. Actual or potential neglected tropical disease threats to the US Gulf Coast. 


Disease 


Previous 20lh-<enlury 
outbreaks or endemicily 


Current 21$t-century 
outbreaks or endemicity 


Vlrif fitfectimss 

Dengue fever 

Si. Louis cnecphallils 

< 

Venezuelan equine cnecphallils 




Texas and Florida 

.-A ’ ' 


• ^ * i* 


Parasitic Infections 


^ . Ay b • ' *• 

+ ‘ ! ' f ’ m ' A.; 

Cutaneous leishmaniasis + + Texas 

T<BWt4tii»i5. *• »■ *s _ ■* <* ** za.f'"? “ • -T 


doi:10.1371/Joutnal.pntd.0002760.t001 
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Id lti;iri:it;p iirul Iff*:)! Iirglf-c.lcf d iritpical 
disf-iisrv and an fciiiallv iirgcfiil need 
to dc^’dop new or better druga and 

Tlir- Slakes are liigli. The Gulf Coasi 
remains viiallv imporlani lo ihe American 
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